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INTRODUCTION 

nissible 
HERMAN SEIDEL, M.D. 
eer The Committees on Geriatrics of the Medical the joint Committees on Geriatrics. This install- 

and Chirurgical Faculty of the State of Maryland ment reports on the results of the survey of 
Bc and of the Baltimore City Medical Society aresin- private nursing and convalescent homes. The 
~ 4 cerely grateful for the courtesy extended to them significance of the findings are discussed by Dr. 

fora second time by the editor of the Maryland Matthew L. Tayback, statistician for the 
i State Medical Journal, Dr. George H. Yeager, Baltimore Health Department, by Mr. Herbert 
itis to dedicate an issue to Geriatrics. Fritz, State Department of Health, and by Mr. 
omine In this issue, we are fortunate in having as the Joseph Conte who carried out the survey. 
a leading article a paper read by Dr. Robert T. The project, when complete, will include a 
et Dt! BH Monroe at the Spring session of the Medical and survey of public institutions for the housing of 
reotic Chirurgical Faculty. This article gives a clear the aged in Baltimore and vicinity and a survey 
— and comprehensive statement on the develop- of medical facilities for the aged in the out- 
~non- ment of Geriatrics and mention is made of the _ patient clinics and hospitals in the urban area. 
1 el problems arising in the wake of this phenomenon. To complete this issue dedicated to Geriatrics, 
—_ An article by Dr. James A. McCallum dis- we have compiled ‘“Geriatrics—Briefs and Ab- 
kd cusses some of the problems of the chronically tracts”, which offers useful information and 
—_ ill and the facilities which the State of Maryland reflects, in a small measure, the activities in 
ts. It has provided for their relief, as well as the current Geriatric literature. 
_—|f§ tehabilitation work and the measure of success The Committees on Geriatrics have under- 
a attained. taken a project to organize in Maryland a 

There appears in this issue the first install- branch of the American Gerontologic Society. 

——~ # ment of a survey undertaken by the Baltimore Developments in the field of Geriatrics are 
—_ Health Department, the Mayor’s Commission proceeding at a fairly rapid rate and with accel- 
E..4 : for the Problems of the Aged in Baltimore, and erated momentum. Not quite two years ago the 
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American Medical Association appointed a 
National Committee on Geriatrics. This com- 
mittee is steadily enlarging its program and also 
activating many committees and groups all 
over the United States. It seems, from all 
indications, that some form of national body will 
crystallize. 

The American Gerontologic Society seems to 
be the organization that is meeting the expecta- 
tions of a national organization to develop 
clinical research and allied activities in the 
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field of Geriatrics. It is more than likely that the 
future American Gerontologic-Geriatric Society 
will assume a form. somewhere between the 
American Pediatric Society and the American 
Heart Association. Establishment of a branch 
of the American Gerontologic Society will serve 
as the vanguard for the development of the 
broader organization. 


2404 Eutaw Place 
Baltimore 17, Maryland 


Committee on Geriatrics 
of the 
Baltimore City Medical 
Society 


Walter A. Anderson, M.D. 

W. Grafton Hersperger, 
M.D. 

George S. Ingalls, M.D. 

Louis Krause, M.D. 

H. Edmund Levin, M.D. 

Angus L. MacLean, M.D. 

William G. Marr, M.D. 

J. Douglass Shepperd, M.D. 


DECEMBER, 1958 


| 
te 
m 
l 
ci 
re 
ol 
30 
th 
lif 
in¢ 
ab 
mo 
old 
tic 
cer 
reg 
we 
in 
chi 
of 
land 
j 2 
and 
and 


Scientific Paper 


SOME OUTSTANDING PROBLEMS OF HEALTH 
IN OLD AGE’ 


ROBERT T. MONROE, M.D. 


Any discussion of the health problems of old 
people that is intended to reach toward a better 
understanding by those who are really interested 
must start with recognition of the fact that the 
terms are saturated with prejudice and senti- 
mental overtones. Who are the old people? 
Different answers will always be given by teen- 
agers, young adults, and by people in their 
fifties, sixties and even seventies. Changing the 
label to “the elderly,” “the aged,” or “senior 
citizens” merely brings out more charmingly 
repellent associations. All of us are aging every 
day, and I can do no better than to conclude that 
old people are those judged to be so on a given 
scale of values. 

What is health? It is not merely the absence 
of disease, for we speak of various types of health: 
physical health, mental health, social health, and 
soon. Nor are we satisfied to say that it is just 
the absence of disturbance in any or all areas of 
life; we sense that more positive goods are to be 
included before we agree that we are talking 
about the same thing. 

The agents which invade health have received 
most attention, yet descriptions of health and 
old age based on their enemies are both unrealis- 
tic and threatening. One class of writers, con- 
cerned with the losses suffered by old people, 
regards old age as resignation from active life, 
well earned and worthy of rewards, preferably 
in tangible forms. Another class of writers, 
chiefly the medical profession, views old age as 
a period of bodily deterioration, variable in 

Presented at the One Hundred Sixtieth Annual Meeting 
of the Medical and Chirurgical Faculty of the State of Mary- 
land on April 18, 1958. 

"Clinical Associate in Medicine, Harvard Medical School 
and Peter Bent Brigham Hospital; Chief, Division of Health 


and Personality, The Age Center of New England, Inc., 
Boston, Massachusetts. 


amount and in rate of progression, but inevitable 
and inescapable. 

It is well to look at the whole spectrum of 
facts if we wish to avoid getting stuck on either 
the blue side or the rosy one. It is true that for 
many years there has been an increase in ad- 
missions of aging patients to mental institutions. 
The great majority of patients in nursing and 
convalescent homes are elderly. The proportion 
of beds in general hospitals which are used by 
patients over the age of 60 has grown greatly. 
The average duration of hospital stay is much 
greater for old people than for younger ones. 
But it is also true that less than five per cent of 
all people over the age of 65 are in institutions 
of any sort, including mental hospitals, chronic 
disease hospitals, nursing homes, and public and 
private old age homes. And at least 75 per cent 
of people over the age of 65 consider themselves 
to be essentially healthy most of the time. 

Autopsy studies of old people show many 
more states of disease than were known in life, 
by either the victims or their physicians, and 
they show other tissue aberrations whose sig- 
nificance is not as yet understood. It is not clear 
that the revealed diseases are continuously 
cumulative after age 65, although the tissue 
aberrations may be; but the diseases are much 
more numerous than they are in autopsied 
middle-aged patients. We cannot know, of course, 
how much suffering, if any, these diseases caused 
in life, or whether their manifestations failed to 
be recognized or were withheld from inspection 
by the medical profession. We can only speculate 
that some individuals may have a curious abil- 
ity to make peaceful adjustments to many dis- 
eases without outside assistance, or that we may 
be wrong in supposing that every disease must 
manifest its peculiar symptoms sooner or later. 

Those responsible for the medical care of 
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aging people are impressed by the discrepancy 
that so often exists between the many things 
that are wrong with them and the satisfactory 
equilibria that they apparently enjoy. They 
have various allergies that might be activated; 
there are diseases which were once active that 
might become active again; there are others that 
are potentially harmful. There are threats in 
heart murmurs and hypertension and poor 
peripheral arterial pulsations. There are labora- 
tory threats in an elevated blood sugar or choles- 
terol, or in electrocardiographic tracings or on 
X-ray films. Do we disregard them and attend 
strictly to their current troubles? Do we scold 
them and worry them by telling them the 
“whole truth,” a good bit of which we know may 
never happen and we are not sure of anyway? 
Some of us learn to keep them in mind when 
crises arise and in the meantime take advantage 
of every opportunity to foster improvements and 
the understanding cooperation of the patients. 
If we define health as what is normal, we shall 
find that we have sharpened the definition sur- 
prisingly little. For each of us is absolutely 
unique. There never was, is not now, and never 
will be another human being precisely like my- 
self. When one considers the various combina- 
tions formed by chromosomes; when one recalls 
the hazards of life in utero, in passage through 
the birth canal and in the first few months and 
years in the external world; when one notes the 
wide variations that are accepted as normal for 
the size and weight of each organ and also for its 
blood supply and innervation; when the wide 
range of values regarded as normal for the 
cellular elements of the blood, for the chemical 
and hormonal and enzymatic elements of the 
blood and tissues are remembered; and when one 
perceives the variety of transient or lasting re- 
structuring that goes on every day and every 
year of life in the interaction of the individual 
with his particular environment, then we can 
understand the somatic basis for the concept of 
democracy, western civilization style. The 
uniqueness of the personality (based on the soma 
and some nine billion cells in the central nervous 
system, organized from simple intake-output 
responses to more complex association systems 


Problems of Health in Old Age 


DECEMBER, 1958 


every: day of life) is also self evident. Each per- 
ception is received by a unique system, stored 
in his particular dynamic equilibrium of somatic 
psychological association systems, and alters 
every following perception and equilibrium. 

The impact of environment is not all one- 
sided, for by his goals, drives and motivations 
the individual affects people and things about 
him. For good or ill he shares his every experi- 
ence with others. The troubles which he conceals 
from others and those of which he is unaware 
nevertheless affect his drives and attitudes and 
energies. Every disease, therefore, can be said to 
be a matter of public health, or, as John Donne 
wrote, ‘“‘No man is an Iland intire unto himself.” 
But, since each man, consciously and uncon- 
sciously, is aware of his uniqueness, how each 
event affects his particular setup and when and 
how it seems safe for him to respond to it, every 
disease must also be.regarded as a matter of 
private health. It is equally true that every man 
is an island entire unto himself. The value of the 
individual is central to the world’s great religions 
and philosophies. His worthiness is in his hands, 
and in our judgment. 

These facts apply with particular force to old 
people. They are more than ever the individuals 
they always have been, with their increasingly 
unique biological, sociological and _ spiritual 
values. They continue to be developing, adjust- 
ing, interacting, future-oriented people. They are 
more complicated and more intricately organized 
than younger people, although the quality of 
their interplay is somewhat altered by long 
custom and by attitudes. But, our society being 
what it is, there are a thousand who shout, 
“those old crocks” to the one who whispers, 
“it is nice that the young have beauty,—they 
have so little else to recommend them.” 

Health, then, appears to be a judgment based 
on many scales of normal standards and ren- 
dered by an individual that he—or someone 
else—is adjusting satisfactorily on the whole to 
the internal and external circumstances in 
which he is operating. It is a constantly changing 
evaluation. It is influenced by the weight 
assigned to events perhaps fully as much as by 
the events themselves, so that one may be 
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thought both healthy and sick at the same time, 
as with an ordinary cold. On its positive side it 
is called fitness,—a label that may be highly 
specific for one skill or sport or just a general 
sense of well-being, something more than the 
saying that health is what you don’t know you 
have until you have lost it. 

We have at our disposal a rich and valid body 
of data on how the normal healthy infant and 
child grow, physically, intellectually, emotion- 
ally. We know a great deal about the adolescent 
boy and girl. But from there on our data become 
increasingly scarce and spotty. We have many 
figures on particular population samples, such 
as draft board examinations, insurance and 
industrial medicine studies, but we must do a 
lot of guessing about the total health standing 
of young and middle aged people. Almost all 
our data on old people are derived from studies 
on those in institutions and on those who have 
suffered other than physical defeats,—and yet, 
as pointed out above, the great majority of old 
people are not in institutions and consider them- 
selves to be healthy. 

Is this a reflection of the American culture’s 
interest in only the new models? It is more likely 
an escape from authority. Infants are dominated 
completely by parents and pediatricians. Chil- 
dren are dominated in constantly decreasing 
degrees by them and by teachers. When school 
is over, children become adults who recognize 
no superiors. They take their guidance from 
their families, their peers, and the cues to which 
they are sensitive in our culture; and they build 
up defenses of many sorts to insure their freedom 
of choice in action. These defenses are alerted 
when some authority attempts to perform physi- 
cal or psychological tests upon them or to make 
surveys of them. In their old age the defenses 
are well established but the usual guide-lines to 
the community are frayed. 

Our status as physicians is necessarily authori- 
tarian and we must realize how it can distort our 
observations and our interactions with lay 
people. We are hired to correct evils. We intend 
to do good. To find the answers which are de- 
manded of us we may have to invade cherished 
privacies. Our studies and advice may upset 
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present programs and future goals. One aspect of 
the art of medicine is in sensing when one must 
take charge and when one should not, in knowing 
and respecting the standards by which the pa- 
tient lives. More important than our solution of 
a present trouble is the example of tolerant equal- 
ity which we live every day, on or off duty. The 
data on which we form our judgments will be 
colored according to whether we deal with our 
old patients with disgust or amazement, with 
affectionate superiority or with equal and dis- 
passionate regard. 

In our hospitals, all the workers are ancillary 
to us and share our cloak of authority. Here much 
greater distortions of lay personalities are pro- 
duced. They are due not merely to the disturb- 
ances in their bodies which necessitated institu- 
tional care but more importantly to the conduct 
of the workers and the pressures of strange 
activities. Studies of the psychological, sociologi- 
cal and other personality aspects of elderly 
hospitalized patients can be accepted only to the 
degree that they acknowledge these facts. This 
applies particularly to our teaching and research 
hospitals. It might be interesting to observe the 
difference in atmosphere and status of the pa- 
tients in private and simple community hospitals 
where studies are not done. 

The Age Center of New England was estab- 
lished three years ago to reach toward solutions 
of these problems. It was designed as a new 
agency in a neutral setting in such a way as to 
attract the cooperation of aging, independ- 
ent, apparently healthy people—the majority 
which we have dimly seen in all statistics. Inter- 
views and tests that describe the members 
precisely in each area of their past lives and 
present situations are given—some thirty of 
them at the average of one hour each week 
according to their convenience. Physical health 
is assayed by what the members say they have 
suffered, what diseases they (and their doctors 
if they have them) say they have or have had, 
what their physical output and their nutrition 
are. More exact studies of the quality of sensory 
input are being designed for eyes, ears, taste, 
touch, smell; and neurological and musculoskel- 
etal studies to describe how well they move in 
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their environment are on order. Psychological 
health is assayed by a number of tests of intelli- 
gence, attitudes, personality and perception. 
Sociological and human relations instruments 
describe in detail their associations with family, 
friends and community, and their activity in 
their life work and in their avocations and recrea- 
tions. Each instrument is validated before use 
by experts in its field and by the research ad- 
visory committee of the Center. 

I, who have yearned for such an agency for 
many years, am constantly amazed at three 
things: the number and quality of the men and 
women who voluntarily submit to all these tests 
(and once they start, the majority do all that 
we ask and even look for more); the caliber of 
the specialists and interviewers who are eager to 
participate in the studies; and the cooperation 
of the business and industrial community and of 
responsible foundations, both private and 
governmental, in providing adequate financial 
support. 

It will take a good deal of time to interpret 
our data. We think that they will describe what 
normal old age is and that they will reveal some 
of the reasons why it is achieved. We believe, too, 
that our methods of study have constituted a 
self-guided review of assets and stresses which 
has been of real value to our members. Right now 
I can give you only my personal impressions of 
the group. There are over 600 of them, a few 
more men than women. The age range is from 
46 to 93 years, with the great majority between 
60 and 75 years. 

Physical health clearly does not require the 
absence of disease now or in the past. Only a 
small percentage of our members (possibly 10 
per cent) have suffered no operation, no fracture, 
no serious accident, no stay in bed, and have no 
observed clinical disease now. Some have 
experienced a variety of symptoms during much 
of their lives although their physicians report 
them free of significant disease. Some who have 
identified diseases are curiously little disturbed 
by them. Many of them have paid little attention 
in recent years to physical exercise and began 
long ago to abandon the games and play of their 
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youth, though this seemed to vary with their 
childhood opportunities and the customs of their 
circle of friends. Some, however, get real pleasure 
out of long walks or exercises for fitness, and 
almost no member ever uses the elevator to 
reach the Age Center rooms on the second floor. 
Weather is perhaps as common a subject of 
conversation with them as with others, but they 
do not find it so bad or prohibitive, winter or 
summer. They can be counted on to keep their 
appointments as regularly as the staff. Their 
ideas about food do not seem as violently held 
as by others; they seem to eat by habit or with 
enjoyment rather than to choose consciously 
what is good for them. 

All old people seem to fear that they are losing 
their memory, and our Age Center group is no 
exception. The facts are hard to get at. True 
memory loss is a feature of organic brain damage, 
as in cerebral arteriosclerosis with psychosis and 
in senile dementia; but these together probably 
do not make more than 10 per cent of our aging 
population. Some loss of recall at any age may 
be due to a lack of sensory input; this may ac- 
count for the inferior performance of some who 
have lost sight or sound or ambulation. Capacity 
to recall at any given time also depends on the 
keenness of attention, on physical alertness and 
confidence, and on drive and _ motivation. 
Memory is often blocked by thinking more of 
not being able to recall than of the fact to be 
recollected. Finally, it is well to understand that 
memories become ever more complex and em- 
bellished with age. An image calls to mind many 
others like it and many incidents related to 
those images. The selection of one desired fact 
from among all these highways and byways 
requires discipline and tends to slow up per- 
formance. 

Our work at the Age Center has not progressed 
far enough for us to be sure of any predictions 
or to give advice with confidence. The following 
beliefs are, therefore, my own, possibly too 
strongly influenced by my training in clinical 
medicine. 

Health in old age requires, first of all, com- 
mand of the body. To avoid or control diseases, 
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it is desirable to have a physician (or clinic) in 
whom one has confidence. Up-to-date mutual 
acquaintance with him improves the chances of 
lessening both present troubles and fears of 
future ones. A healthy state of the bones and 
muscles and joints requires regular use. Respira- 
tion, circulation, digestion, nutrition improve 
with exercise also. Not all the exercise should be 
work, for this can be done awkwardly and with 
strain; physical play and response to music 
promote coordination, confidence and zest. The 
vigorous old person is not limited in his program 
by efiort or ordinary hazards, including weather, 
nor does he spend much time worrying over 
whether it is proper at his age to play a full 
part in life. 

Health in old age requires, secondly, command 
of the personality. This includes making the 
best of what one has, disciplining one’s self to 
pay strict attention to present duties and to the 
pursuit of realistic goals, discovering alternative 
paths when one is blocked. It includes exercise 


LABORATORY FACILITIES FOR OUT-PATIENTS 


That physicians of Maryland are unaware of the availability of medical laboratory facilities 
for out-patients, supervised by practicing pathologists, was apparent at the semi-annual 
meeting of the Medical and Chirurgical Faculty in Ocean City. In the discussion of the reso- 
lution to limit the activities of the State Board of Health Laboratories to fields of Public 
Health and indigent care, it was brought out that adequate private laboratories, capable of 
handling the volume and variety of clinical laboratory tests required, are distributed through- 


out the state. 


A recent survey made by the Maryland Society of Pathologists among its membership 
revealed that currently unused facilities in private and hospital laboratories supervised by 
qualified pathologists, to do the following numbers of clinical laboratory determinations on 


out-patients; are available in Maryland: 


Western Maryland-Hagerstown-Cumberland area............. 


Eastern Shore area............ 
Central Maryland-Baltimore area........ 


Southern Maryland (including Bethesda, Silver Spring, etc.).. . 


This is exclusive of cytologic tests for the diagnosis of cancer. 
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of the social muscles, improving family ties, 
repairing and replacing friendships, using the 
tolerance of years of acquired wisdom to foster 
adjustments in one’s self and community. It 
includes defense of the precious freedom to make 
one’s own choices of living and acting. It recog- 
nizes that one is still becoming, just as one 
always has been. 


270 Commonwealth Avenue, 
Boston 16, Massachusetts 
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ARTICLES OF GERIATRIC INTEREST 


THE MARYLAND STATE CHRONIC DISEASE 
HOSPITALS 


ORLYN H. WOOD, M.D.,* DAVID H. HOLLANDER, M.D.,} ann J. A. McCALLUM, M.D.t 


On March 18, 1943, the Maryland State 
Legislature approved a bill establishing chronic 
disease hospitals in Maryland (1). This discus- 
sion is a recapitulation of the origin, develop- 
ment, and present status of the chronic hospital 
movement. 


BACKGROUND—THE ALMSHOUSES 


The chronic hospitals today have a function 
in caring for the indigent chronically ill that, 
prior to 1943, was chiefly provided by county 
almshouses. These hospitals were necessary 
because medical care in the almshouse was in- 
adequate. It is curious to note that in 1754, 
when almshouses were first proposed, the princi- 
pal argument advanced was that medical care 
would be improved. The colonial governor, 
Horatio Sharpe, wrote May 11, 1754, to London 
to Cecilius Calvert, secretary for Maryland to 
the Sixth Lord Baltimore: “... concerning the 
present manner of supporting the Poor I would 
recommend to them the building work-houses 
in every County for the Reception of Vagrants & 
such as apply for Relief which would in good 
measure oblige them to labour for their main- 
tenance & part of such Work house might be 
appropriated to the Reception of the County 
Invaleeds & patients who would thereby receive 
the Benefit of the County Phisitian’s Attendance 
& Care for which He has a valuable Considera- 
tion yearly but on account of His Patients being 
so much dispersed as they are at present can 
possibly do them very little Service” (2). 

Calvert replied in a long letter dated Decem- 
ber 10, 1754: “Of County Work Houses you Note 


* Chief Physician, Montebello State Hospital. 
+ Pathologist, Chronic Disease Hospitals. 
{ Superintendent, Chronic Disease Hospitals. 


for Vagrants. My Lord Approves well of such a 
Law...” (2). Many of the counties thereafter 
requested almshouses and authorizing laws were 
passed by the General Assembly, the earliest in 
1768. 

Although Governor Sharpe intended the alms- 
houses to care for the needs of the poor, these 
institutions over the next hundred years came 
to be in most instances places where sanitary 
conditions were incredible and medical care 
almost non-existent. 


ALMHOUSE STUDIES 


In 1877 Dr. C. W. Chancellor (3), directed by 
Governor John Lee Carroll to report on the 
condition of the state prisons, almshouses and 
public hospitals, wrote: 

“Tt is painful to report the shocking condition 
in which many of the public institutions were 
found and it is difficult to conceive that anything 
worse ever existed in a civilized country” (3). 

In summarizing the conditions which he 
described in the almshouses he quoted Reil’s 
picture of German asylums in 1803: 

“They are neither curative institutions nor 
such asylums for the incurable as humanity can 
tolerate. They are for the most part veritable 
dens, deficient in ventilation, in the facilities for 
recreation, in short they are wanting in all the 
physical and moral means necessary to the care 
and comfort of the inmates.” 

During the next fifty years some of the abuses 
of the system were lessened, and other facilities 
became available for special groups. Institutional 
care of the insane, in particular, was a subject 
of public interest and many of these individuals 
were removed from the almshouses. 

In the 1920’s a number of private citizens who 
became interested in the almshouse abuses 
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urged that they be abolished. A prominent 
Baltimore physician, Dr. George Walker, per- 
sonally financed a study of the almshouses (4). 
In 1931 Governor Ritchie appointed official 
commissions to investigate prevailing conditions. 

The Ritchie Commission of 1931 (5) noted 
that since vagrants, children, and the insane no 
longer had to be cared for in almshouses, the 
problem resolved itself into the care of the aged 
poor, and the sick and infirm. 

The report of this Commission stated: 
“ ..the need for a change from the present 
system of county poor farms is beyond question. 
Maryland cannot assume a responsibility of 
continuing a system which leaves to dirt and 
disease, misery, and fire hazard, helpless wards 
of the state” (5). 

The commission recommended that the county 
almshouses be replaced by two institutions, one 
on the Eastern Shore and one on the Western 
Shore. 

Although no legislative action resulted from 
the 1931 report, the need for change was widely 
recognized, and was reaffirmed by an official 
commission in 1933. 

In 1940 under Governor O’Conor a detailed 
study was made by the Research Division of the 
Maryland Legislative Council. Their summarized 
data showed that roughly one sixth of the in- 
mates could have been cared for outside of 
institutions, another sixth required mental 
hospital care, while the major group, roughly 
two-thirds, were in need of chronic hospital 
care. 

The Almshouse Commission (6) of 1940, under 
the chairmanship of Walter N. Kirkman, had 
been carefully chosen by Governor O’Conor to 
include representative groups from labor, wel- 
fare, medicine and the legislature. They recom- 
mended that Maryland erect chronic hospitals 
for the medical care of the indigent. 


LEGISLATIVE ACTION 
The Legislature of 1943 (1), on the basis of 
the 1940 Almshouse Commission report, author- 
ized the construction of two chronic hospitals 
“for needy persons who require medical, nursing 
or custodial care by reason of chronic illness or 
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infirmity.”” Two sites were to be selected by 
the State Board of Health, one on the Eastern 
Shore, and one on the Western Shore. They were 
to be in urban areas where sewerage and water 
supplies were already available and where there 
were already the facilities of an accredited 
hospital. 

The Legislature of 1945 (1) acted favorably 
on the desire of Baltimore City to be included in 
the plan and authorized a third hospital in 
Baltimore. 

The Legislature of 1957 (1) revised the law 
which now reads: [Chronic hospitals are] . . .“‘for 
persons... who require constant medical and 
nursing care provided by a hospital by reason 
of chronic illness or infirmity, or who are suffer- 
ing from a chronic disability amenable to re- 
habilitation.”’ The law specifically excludes from 
the program patients with active tuberculosis 
or chronic mental disease. 


REHABILITATION 


With the development of the chronic disease 
hospital program, rehabilitation has become an 
increasingly important goal. This concept was 
clearly set forth in the 1940 Almshouse Com- 
mission (6) report: 


“The commission .... wishes to stress the point of 
view that incurability should not be a criterion for 
admission to the chronic hospital. Many of the cases 
which will be admitted will no doubt be incurable, but 
many cases requiring treatment for many months, or for 
a year or more, will be admitted where there is possibility 
of partial or complete rehabilitation by chronic hospital 
care’’ (6). 


Unfortunately, because this was not included in 
the original enabling legislation, Deer’s Head, the 
first institution built under the program, was not 
provided with facilities for physical medicine. 
The oversight has since been remedied in part, 
and Physical Medicine and Rehabilitation De- 
partments have been prominent features in 
subsequent construction. 

The aim of rehabilitation is to assist the dis- 
abled in becoming as independent as possible. 
For some this means recovery to the point of 
completely independent self care and perhaps 
even a return to gainful employment; others who 
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acquire a high degree of independency in self 
care can be returned to their homes since they 
no longer require nursing care; while others, 
less fortunate, may never acquire a significant 
degree of independent self care, but can be 
taught many activities which simplify their 
care and lead to a more satisfactory life outside 
a hospital. 

The principle of rehabilitation was clearly 
stated in the joint report of the chairmen of the 
Senate Finance Committee and the House 
Ways and Means Committee of the 1957 Legis- 
lature: 


“Tn approving these expenditures it is the hope of the 
committees that a constructive and economical service 
will be promoted by the intensification of the curative 
and rehabilitative aspect of the state chronic disease 
program” (7). 


DEER’s HEAD HOSPITAL 


In 1946, following the delay caused by World 
War II, plans were ready for a hospital in Salis- 
bury. However, bids and re-bids were in excess 
of the original estimate of 1943 and the eventual 
cost of this one hospital approximated the 
appropriation intended for two hospitals. Deer’s 
Head Hospital was finally constructed and 
placed in operation in October 1950. It takes its 
name from the small peninsula on which it is 
located. The capacity is 284 beds and occupancy 
now varies from 90 to 96 per cent. 


MONTEBELLO HOosPITAL 


In 1952, Sydenham, Baltimore City’s former 
contagious disease hospital, was purchased from 
the City by the State. Operation was started in 
the existing buildings in April 1953 when a 
number of patients were transferred from the 
temporary Ritchie State Hospital at Cascade, 
Maryland. The name was changed to Monte- 
bello, taken from the name of the nearby lake 
and filtration plant. Two additions have been 
constructed, one of 213 beds now completed, 
and another of 180 beds under contract and to be 
completed in 1958. The total bed capacity will 
soon be 482. 
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WESTERN MARYLAND HOsPITAL 


This 298 bed facility located just within the 
northern city limits of Hagerstown on the 
grounds of the former Washington County 
Almshouse was completed and occupied in 
November 1957. Dr. Murray Ferderber of the 
University of Pittsburgh emphasized rehabilita- 
tion in his keynote address at the dedication 
when he stated: ‘“Today it is over the hill to 
restoration, and then back home—a two-way 
ticket instead of a one-way ride.” (4) 


ORGANIZATION 


The three hospitals are under the single direc- 
tion of a Superintendent, a Medical Director, 
and a Director of Physical Medicine. They have 
responsibility for carrying out the policies of the 
State Board of Health in respect to type and 
scope of services rendered and qualifications 
and status for admission and discharge. Monte- 
bello Hospital in Baltimore, the largest and most 
centrally located, serves as headquarters for the 
supervisory group. The Medical Director and 
the Director of Physical Medicine spend two 
days each week at one of the other hospitals for 
group evaluation of new patients and in direct- 
ing medical and rehabilitation care in these 
hospitals. 

The Medical Director is responsible for the 
organization and direction of the medical staffs 
and services. Each of the three hospitals has a 
Chief Physician responsible for the direction of 
staff physicians, nursing, clinical laboratory, 
X-ray, and pharmacy service in his hospital. 

The Director of Physical Medicine and Re- 
habilitation is responsible for the organization 
and direction of a department of Physical Medi- 
cine in each of the three hospitals. Personnel of 
these departments consist largely of physical 
therapists, occupational therapists and aides. 


ADMISSIONS 


Admission to the chronic hospitals is made on 
the basis of a statement by a physician who, 
after an examination, finds that the patient is in 
need of chronic hospital care, and after review 
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and approval of the application by the chronic 
hospital admissions committee. The applicant 
may express preference for a specific hospital or, 
if immediate hospitalization is necessary, he 
may be admitted to any of the three having a 
vacancy. Because of its urban location and the 
large surrounding population, Montebello’s wait- 
ing list for admission is constantly much longer 
than either of the other two. 

Each application received is reviewed by the 
admissions committee consisting of the Super- 
intendent, the Director of Physical Medicine, 
and the Medical Director or Chief Physician. 
Applicants suitable for admission are classified 
according to the following criteria: 


Class! Applicants with a good potential for rehabili- 
tation either in medicine or physical medi- 
cine. 

Class If Applicants with such severe disability that the 

outcome of rehabilitation is doubtful but 
who the committee feel should be given a 
trial period in a chronic disease hospital. 

Prior to the admission of a Class II applicant, 
the family or responsible relative is inter- 
viewed. They are informed that if no prog- 
ress toward rehabilitation is made during a 
trial period of six to eight weeks, they 
should be prepared for the discharge of the 
patient. 

Class III Terminal patients, or those requiring nursing 
care that cannot be administered except in 
a hospital. 

Class IV Patients previously cared for in one of the 
chronic disease hospitals who require re- 
admission for additional chronic hospital 
care. 


Applicants for admission are rejected only 
after careful investigation which may include 
personal discussion of the patient with the family 
physician, home visits by the Instructive Visit- 
ing Nurse Association or County Public Health 
Nurses, and, in some instances, visits by the 
patient to the hospital for formal evaluation. 


PATIENTS 


Approximately one half of the patients ad- 
mitted to chronic disease hospitals are candidates 
for rehabilitation in physical medicine. A recent 
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analysis (8) of the first 144 patients at Monte- 
bello Hospital to reach maximum benefit in 
physical medicine showed that the age of the 
patients ranged from 17 to 85 years, the mean 
age being 55 years. The patients in this group 
were referred to physical medicine because of 
the following conditions and disabilities: 


Other neurological diseases............... 17 
Other orthopedic conditions.............. 2 
Generalized arteriosclerotic disease........ 5 
Miscellaneous medical conditions.......... 3 


Medical patients and patients for custodial or 
terminal care account for about fifty per cent of 
the current census in the hospitals. 

The medical staff is continually concerned 
with medical problems in patients admitted 
primarily for physical rehabilitation (8). Medical 
responsibility includes not only dealing with 
intercurrent medical complications in these 
patients, but also treating major medical prob- 
lems. Numbers of hemiplegics suffer from arte- 
riosclerosis, hypertension or diabetes. Patients 
with spinal cord injuries frequently develop 
muscular spasms, urologic complications, or 
decubitus ulcers, and patients with arthritis 
are usually under active treatment by both the 
medicine and physical medicine groups. 

Other patients are essentially problems in 
medical rehabilitation. Any chronic disabling 
condition amenable to improvement is included 
in this category. Some patients are problems in 
diagnosis, some are problems in regulation, 
while others require convalescent care after 
trauma, illness or surgery. The hospitals have 
admitted patients with asthma, exfoliative 
dermatitis, chronic heart disease, ulcerative 
colitis, diabetes, and scleroderma. These pa- 
tients present many problems for investigation. 
The hospital, we believe, can provide a greater 
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service in the area of medical and nursing re- 
habilitation than has been realized. 

Custodial patients are those with relatively 
stable chronic conditions requiring constant 
medical or nursing care. Examples are high 
spinal cord lesions, chronic congestive heart 
disease, myasthenia gravis and severe ankylosing 
arthritis. If this type of patient can be cared for 
satisfactorily in a nursing home, hospitalization 
is economically unsound. The number of custo- 
dial patients admitted to each hospital has been 
inversely proportional to the adequacy of nursing 
home facilities in the respective areas. 

Terminal patients are those with progressively 
fatal diseases in the late stages. Examples are 
malignant tumors, and progressive muscular or 
neurologic diseases. Intractable pain, extensive 
ulcerations or the need for specialized nursing 
care may be the indication for admission. 


HospiITtaAL PROGRAMS 


Each of the three hospitals has diagnostic 
facilities, including laboratory and X-ray, and 
all patients are completely evaluated on admis- 
sion. A dentist sees all admissions and necessary 
repairs are made. In some instances, dentures 
are fitted. An ophthalmologist does refractions 
and glasses are obtained when _ indicated. 
Chiropodist service is provided in all three 
hospitals. Hearing tests are done when necessary 
and at times hearing aids are fitted. A speech 
training program for aphasics is available at 
Montebello and has been planned for the other 
hospitals. Through the cooperation of the Speech 
and Hearing Society of Baltimore, hard of hear- 
ing patients can be trained in lip reading. This 
service is provided only in the Baltimore hospital. 
For the most part, the same facilities for medical 
care and rehabilitation are present in each of the 
three hospitals. Generally, patients need not be 
transferred from one hospital to another. How- 
ever, exceptions have been made when a special- 
ized service is available only in one of the other 
chronic disease hospitals. 

As soon as possible after admission, the patient 
is presented at a group evaluation clinic where 
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representatives of the medical staff, physical 
medicine staff, nursing staff, and social service 
staff evaluate and summarize the medical and 
physical conditions of the patient and outline a 
program of therapy. The patient’s individual 
problems are discussed with his family and with 
the patient himself. Visiting public health 
nurses, vocational rehabilitation counselors, and 
members of the clergy frequently attend these 
conferences when patients in whom they have 
an interest are presented. 

From the beginning it was planned that the 
hospitals should be located near accredited 
general hospitals so that specialists and special 
facilities would be convenient. Each of the hospi- 
tals has utilized as consultants the services of 
various medical and surgical specialists includ- 
ing psychiatrists. 

From Montebello, for example, a surgical 
emergency is accepted immediately by the 
University Hospital. Patients requiring elective 
surgery are seen by a surgeon prior to transfer 
and the optimum time is chosen in conference 
with the medical and physical medicine staff. 
Should a patient request a surgeon of his own 
choice and if a satisfactory arrangement can be 
made, such a request is promptly granted. Con- 
sultants in other specialties, including gynecology 
and dermatology see patients on request. An 
ophthalmologist and a radiologist make weekly 
visits. 

The Departments of Neurology, Neuro- 
surgery, Urology and Orthopedics of the Univer- 
sity of Maryland Medical School and Hospital 
use Montebello for teaching purposes. Visiting 
staff, house staff, and students in these depart- 
ments hold clinics at regular intervals. Nursing 
students in the degree program of the University 
of Maryland School of Nursing began an afiili- 
ation program with Montebello Hospital in 
1956. During the academic year an instructor is 
assigned to Montebello to direct these activities 
in cooperation with the Medical Director and 
the Nursing Service. 

The hospitals’ budget for the current fiscal 
year provided, for the first time, a full time 
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pathologist and research director. A laboratory 
is being provided at Montebello Hospital. All 
material from the three hospitals will be proc- 
essed, studied, and diagnosed at this central 
laboratory. Monthly clinical-pathologic confer- 
ences are planned at each of the three hospitals. 
Laboratory space and facilities for research are 
also being provided. Investigations will be di- 
rected toward problems in the prevention, 
diagnosis and treatment of chronic diseases. 


DISCHARGES 


In accordance with the wording of the Act of 
1943 (1), custodial care was a major part of the 
program in the early days. With increasing 
emphasis on rehabilitation, less and less of the 
hospital population consists of custodial patients 
who can be cared for more economically in 
nursing or boarding homes. With the changing 
hospital population, more time must be devoted 
to discharge planning. 

Because the public frequently has the im- 
pression that admission to a chronic disease 
hospital is for life, it is necessary to begin dis- 
charge planning even before admission. Class I 
and Class II applicants, admitted for rehabilita- 
tion, can expect discharge when maximum hos- 
pital benefit has been reached. Families must be 
made aware of this and all plans for discharge of 
the patients must include the families. 

Depending on the degree of independence 
achieved during hospitalization, patients may be 
discharged to their own homes, boarding homes 
or nursing homes. A small number of patients 
who are mentally deteriorated on admission or 
become so during hospitalization, are discharged 
to mental hospitals. During the fiscal year 
1957-58, 206 patients were discharged from the 
chronic disease hospitals—69 per cent to their 
homes, 6 per cent to boarding homes, 16 per cent 
to nursing homes, and 8 per cent to mental 
hospitals. 

Employment plans for patients able to work 
also begin early during hospitalization. The staff 
cooperates closely with the State Vocational 
Rehabilitation Counselor. Psychological tests 
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are made and pre-vocational training, if neces- 
sary, is started. In selected cases, patients are 
given a trial work period while still living in the 
hospital. 


SUMMARY 


The history of the chronic disease hospitals in 
Maryland is traced from the almshouse era of 
custodial care to the present day operation of 
three modern hospitals emphasizing rehabilita- 
tion. 

Applicants for admission to the chronic disease 
hospitals are divided into three principal cate- 
gories: those who are expected to benefit from 
rehabilitation in physical medicine; those who 
will benefit from prolonged medical manage- 
ment; and those with chronic progressive fatal 
disease requiring extensive medical or nursing 
care. 

The principal function of the chroriic disease 
hospitals is rehabilitation. 

The three hospitals are organized as a unit 
under the direction of a Superintendent, a 
Medical Director and a Director of Physical 
Medicine. Facilities for rehabilitation and medi- 
cal care are duplicated throughout. Each hospi- 
tal is closely associated with an accredited gen- 
eral hospital. 

Patients are discharged after they have 
reached maximum hospital benefit. During the 
fiscal year 1957-58, 206 patients were discharged; 
69 per cent of these returned to their own homes 
able to contribute to the welfare of their fam- 
ilies. 

Montebello State Hospital 
2201 Argonne Drive 
Baltimore 18, Maryland 
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CHARACTERISTICS OF NURSING HOMES IN 


INTRODUCTION 


When considering the medical problems of 
the aged, one is quickly faced by the exceptional 
needs of those individuals of advanced age who 
are institutionalized for a long, indefinite period 
of time. The type of institution concerned may 
be a mental disease hospital, a chronic disease 
hospital, a nursing home or an old age home. 
This discussion is concerned with the character- 
istics of those individuals who are patients in 
nursing homes licensed as such by the Maryland 
State Department of Health. In addition, data 
is provided and inferences are drawn in connec- 
tion with the characteristics of, and with the 
medical and ancillary services presently pro- 
vided in, such nursing homes. The purpose of 
this presentation is to assist in the formulation 
of constructive, responsible medical opinions in 
regard to the adequacy of present medical 
practices in nursing homes and to assist in a 
proper appreciation of the role of the nursing 
home in the care of the aged sick. 

Public interest in the nursing home has 
developed as a result of four factors. Demo- 
graphically, it is clear that the number of per- 
sons, as well as the per cent of total population, 
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in advanced age groups has increased rapidly 
within recent decades. Sociologically, the trend 
towards urbanization has led to smaller house- 
holds and a decline in the practice—common in 
rural family life—which provided for the care of 
older members by the younger ones in a house- 
hold. These trends have increased substantially 
the numbers in need of nursing care for a pro- 
longed period in a setting other than a private 
household. Because of the quasi-hospital nature 
of the nursing home, and in view of the serious 
accidents which inadequate physical standards 
produce, responsibility for the licensing of 
nursing homes was vested in the State Board of 
Health through legislation passed in 1945. 
Finally, the establishment of stable programs 
for public assistance of aged indigent individuals 
has resulted in a substantial experience by wel- 
fare departments concerned with money grants 
to aged clients having nursing care needs. In 
this connection, the issue of cost of care and of 
desirable standards of care has been a subject 
of continuing interest during the past four years. 

As a by-product of its licensing program, the 
Maryland State Department of Health can 
provide a broad framework of information con- 
cerning the numbers and locations of nursing 
homes in Maryland; the number of beds avail- 
able; the census of patients at a specified time; 
and certain data on the physical standard- of 
specified nursing homes. A total of 3,818 beds in 
nursing homes were licensed in 1958. Considered 
on a population basis, there were 1.35 beds per 
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1,000 population, which compares favorably 
with the standard of 1.5 approved by the State 
Board of Health in 1956. However, only 826, or 
22 per cent, of these beds are in suitable struc- 
tures when evaluated from the point of view of 
construction and design. We shall not concern 
ourselves here with this facet of the nursing 
home problem. 


StupDy PROCEDURES 


lor purposes of this study, the Baltimore 
metropolitan area was defined as _ including 
Baltimore City and Baltimore County. Within 
this area, each of the licensed nursing homes was 
visited during July and August by a public 
health nurse or by a medical student. During the 
visit, a responsible member of the nursing home 
stati was queried with reference to the number 
and type of nursing personnel employed; the 
methods by which physician care is rendered; 
and the availability of such ancillary services 
as occupational therapy, physical therapy and 
organized daily activity programs. 

A complete census provided data on age, sex, 
race and financial status of each nursing home 
patient. In addition, for every third patient—a 
3314 per cent sample—diagnosis, length of stay 
in home, frequency of physician care and other 
medical services was ascertained. For patients 
receiving public assistance, a Barthel Index‘ 
was computed. Following a subsample check to 
determine whether valid information was being 
provided by nursing homes, a questionnaire 
was mailed to each physician named as the 
personal physician of an inmate. The doctor 
was asked the diagnosis; the time of most recent 
visit, and to estimate how often his patient 
should be visited. 


GENERAL CHARACTERISTICS OF NuRSING HoMES 


Within the area surveyed, there were 61 
nursing homes with a census of 1,775 patients. 
According to records of the Maryland State 

‘The Barthel Index is used by the State Chronic Disease 
Hospital staff to evaluate the ability of the individual to per- 


form such basic acts as functional use of extremities; control of 
toilet functions, etc. 
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Department of Health there are 1,950 beds in 
these homes. When this survey was made the 
institutions visited were operating at a 91 per 
cent occupancy rate. This is considered efficient 
utilization of facilities. The population of the 
city and county on July 1, 1958 was approxi- 
mately 1,400,000. Therefore, there were 1.3 
nursing home beds per one thousand persons. 
The sizes of the nursing homes in the metro- 
politan area are shown in Figure 1. The most 
common unit has less than twenty beds. Three 
out of four homes have less than forty beds. It 
is essential that this characteristic of nursing 
homes should be kept in mind when considera- 
tion is given to the medical capabilities of these 
institutions. The staffing arrangements varied 
considerably. In twenty-seven homes (44 per 
cent of the total) there were no registered pro- 
fessional nurses employed. In these places, there 
was usually a licensed practical nurse on the 
staff. However, in seven of the smaller homes, 
neither a professional nurse nor a licensed prac- 
tical nurse was employed. On an average there 
were provided 17.5 hours of nursing and personal 
care per patient per week. (The minimum State 


standard for licensing is 14 hours per week per | 


patient.) In addition, 12.5 hours of non-nursing 
category were provided to cover preparation of 
food, maintenance of the home, etc. About 30 
hours of various skills were provided weekly per 
patient. 

In view of the exceptional variation in size 
and staffing arrangements among the nursing 
homes an opinion was sought from nurses on the 
staff of the Division of Hospital Services of the 
Maryland State Department of Health as to the 
capabilities of the individual homes for providing 
skilled nursing care. A summary of these state- 
ments indicates that 33 (54 per cent) of the 
homes are capable of rendering skilled care while 
the remaining 28 are only able to provide per- 
sonal care, without skilled nursing, or to provide 
sheltered home facilities. 

In Table 1 will be found an indication of the 
availability of several other services desirable 
for nursing homes. Only in the case of day space 
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Fic. 1. 
DISTRIBUTION OF NURSING HOMES BY SIZE 
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SIZE OF HOMES 


(a place where the patient can spend part of the 
day outside of his room) was there evidence of 
uniform provision of the services required to 


transform the nursing home from a “terminal - 


station” to a tolerable and human environment 
pervaded by a modicum of the positive aspects 
of living. It may be added that it is beyond 
reasonable expectation to find full-time personnel 
in occupational therapy, physical therapy or in 
supervision of organized activity programs when 
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the usual nursing home is a facility housing less 
than 25 persons. It is, however, well within 
practical consideration to provide such special 
services on a part-time basis either by contract 
with the Instructive Visiting Nurse Association 
or through home care programs sponsored by 
general or State chronic disease hospitals. 


Tue NATURE OF PATIENTS IN NursING HoMES 


The age, sex, and race distribution of patients 
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TABLE 1 
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Scope of Services Provided by 61 Nursing Homes in 
Metropolitan Baltimore, 1958 


Service 


Nursing Homes 
Providing Services 


Number 


Percentage 
of Homes 


Organized activity program 
Occupational therapy program 
Physical therapy program 


Distribution of Nursing Home Patients by Age, Race and Sex 


TABLE 2 


in Metropolitan Baltimore, 1958 


White Nonwhite 
Age Group Grand 

Total | Male | Female | Total |Male |, FS. 

Under 55... 49 36 | 14 
132 87 | 47 40} 45 | 18 | 27 
65-74. ..... 383 324 91 233°} 
15-84...... 730 673 | 155 518 | 57 | 17 | 40 
85 and over. 455 418 | 87 Sat 
Unknown... 26 20 4 16 Gp 
142 


in nursing homes is given in Table 2. Several 
observations which may be made from these 
data are somewhat unexpected. Almost three out 


of four patients are women (73.4 per cent). 
Although Negroes constitute 22 per cent of the 
city-county population they comprise only 12.2 
per cent of nursing home patients. This may be 
due in part to the relatively young nature of the 
Negro population in the metropolitan area. It 
may also be a reflection of the limited facilities 
available to this segment of our population. 

It is worthwhile to note that 90 per cent of 
patients are 65 years of age and over. Further, 
the median age of these patients is 77 years. 
The nursing home thus appears to be not a 
convalescent facility concerned with returning 
individuals to active productive roles but is 
largely absorbed in the care of individuals whose 
duration of stay or need of rehabilitative effort 
is indefinite and vague. Information on length 
of stay is given in Table 3 according to diagnosis 


at admission. These figures do not represent 
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Admission Diagnosis of Nursing Home Patients by Length of 
Stay 


Admission Diagnosis 


To- 
tal 


Length of Stay (Years) 


Un- 


5-9 


Vascular lesions of 
the central ner- 


vous system..... 
Accidents.......... 
Senile psychoses... . 
Dinhetes. 


Diseases of the di- 
gestive system... 
Diseases of the eye 
Anemia and mal- 
nutrition........ 
Diseases of 
genital organs... . 
Respiratory dis- 


Nephritis and ne- 


11 | 4 
3 
St 
5 | 4 


176 | 76 | 35 
97 | 34 | 18 
47 | 23 | 11 
23} 7| 4 
20} 12| 3 


nor OP 


l 


we 


Tuberculosis... .... 2}; 
Other diseases...... 2};—; 2} 2|— 

593 |237 |109 | 67 | 52 | 46 | 8 


completed length of stay generally obtained by 
analysis of discharges. At the time of survey, 
30 per cent of all patients had been in the nursing 
home for three or more years. Diseases of the 
heart, vascular accidents affecting the central 
nervous system, arthritis, and senility were the 
principal conditions accounting for extended 
residence. In addition to these disease entities, 
diabetes and fractures were the important 
medical problems present on admission to a 


nursing home. 


On whose initiative are elderly individuals 
placed in nursing homes? The answer to this 


question may be found in the accompanying 


53 87 Diseases of the a 

| 3 54 15 | 12| 13 | 24] 1 
| 19 31 
| | 
13 
| 
| : 
eases............| 4} 1]/—] 2}/—|— 
Diseases of the 
Amputee........... 7| 4] 1)—|— 
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TABLE 4 


Distribution of a Sample of Nursing Home Patients by Source 
of Referral in Metropolitan Baltimore, 1958 


Source of Referral — 
Family physician................. 133 24 
Welfare department.............. 88 16 
Other nursing home............... 26 5 
Chronic disease hospital........... he. 1 


1 Excludes 25 patients for whom source of referral was not 
stated. 


Table 4. In 46 per cent of admissions to nursing 
homes, relatives of the patient were the principal 
source of referral. Only an insignificant fraction 
of admissions developed as a result of transfer 
from a chronic disease or mental hospital. 


MeEpIcAL CARE PRACTICES 


The very limited size of nursing homes pre- 
cludes the employment of a full-time resident 
physician in these institutions. Licensing stand- 
ards require that each patient have a personal 
physician and that the nursing home be served 
by a principal physician who advises on medical 
problems and policies and responds to emer- 
gencies. The general pattern is one where the 
principal physician is also the attending physi- 
cian for several or more patients. It is usual: in 
homes of ten or more patients to find more than 
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TABLE 5 
Time of Last Patient-Physician Contact by Location of Nursing Home in Metropolitan Baltimore, 1958 


DECEMBER, 


one physician in attendance. The physician may 
be called in case of need by a member of the 
nursing home staff although in 42 per cent of 
nursing homes this decision can only be made by 
the registered or licensed practical nurse. 

An index of the quality of medical care ren- 
dered is provided by the frequency of visits 
made to the nursing home patient. Analysis of 
this type of information which appears in the 
last row of Table 5 indicates that 59 per cent of 
patients had been seen within the month prior to 
survey. At the other end of the scale, 10 per cent 
had not been seen in the six months prior to this 
study. Interpretation of these data is somewhat 
difficult in the absence of acceptable criteria. It 
is, however, of interest that several differences of 
note have been found -when the city nursing home 
experience is compared with the county experi- 
ence. Private patients in the city are visited 
more often than such patients in the county. 
Welfare patients in the city are visited less often 
than welfare patients in county nursing homes. 
Furthermore, the pattern of visiting in the 
county homes does not differ according to the 
financial status of the patient but a difference 
exists in the city. The significance of these data 
will be discussed in a later section of this report. 

It is relevant in a study of the medical care 
afforded nursing home patients to inquire into 
the rate of hospitalization, the consultation rate 
and into the frequency with which hospital out- 
patient services are utilized. The question asked 


Time of Last Patient-Physician Contact 


Number of 
Patients 
Sampled 


<7 Days 


Location 


None In 
Past Year 


8-30 Days 31-90 Days | 3-6 Months |6-12 Months 


. |Per cent 


Per cent} No. |Per cent! No. No. !'er cent 


No. |Percent| No. 


Baltimore City Nursing Homes 


Welfare 148 25 | 16.9 
Private 217 89 | 41.0 
Baltimore County Nursing 
Homes 
Welfare 44 15 | 34.1 
Private 184 61 | 33.2 


30 | 20.2] 35 | 23.7| 35 | 23.7| 6| 4.1 | 15 10.1 
69 | 31.7| 27| 12.4] 14] 6.5] 3] 1.4] 13 6.0 
8| 18.2| 15] 34.1) 1] 2.3) 4.5] 45 
52 | 28.3} 36| 19.6) 17| 9.2} 10|5.4| 8 44 


Total 


593 190 


11.3 | 21| 3.5 | 38 6.4 


159 | 26.8 | 113 | 19.1 | 67 


— 


( 
‘ 
I 
p 
a 
d 
is 
6: 
pi 
ti 
ca 
T 
by 
Nol cel 
pa 
is 
1 
fun 


VOL. 7, NO. 12 


to obtain such information was, ‘‘Within past 
year has patient: (A) Been hospitalized? (B) 
Received service in an out-patient department of 
hospital or clinic? (C) Received services of 
specialist at the nursing home or in physician’s 
offices?” with yes or no responses elicited to each 
service. Information secured on 591 patients 
indicated that 52 (9 per cent) had been hospital- 
izei within a year prior to the survey, 7 per cent 
had visited an out-patient service and 6 per cent 
had received the benefit of services of a special- 
ist. Once again, without known criteria, it is 
difficult to assess the implications of these data. 
Certainly, they can serve as a base for compari- 
son with later surveys of this type. The rate of 
hospitalization is below the average national 
Blue Cross experience. As standard medical 
record practices are established it should prove 
possible to employ these utilization indices for 
constructive evaluation of the level of care 
afforded in individual nursing homes and in 
different communities. 


THE WELFARE PATIENT 


One of the principal categories of public aid 
is known as Old Age Assistance (OAA). In 
recent years, this program has been the base of 
public financing of nursing home care for persons 
65 years of age and over who lack the means of 
paying the cost of such service. At the present 
time the monthly grant for full-time nursing 
care is $115.50 per month or $1,386 per year. 
This is supplemented by professional services 
and drugs provided under the medical care pro- 
grams. The distribution of nursing home patients 
by financial status is given in Table 6. Among 
the total of 1,775 patients in nursing homes 
located in the city-county area, 579 or 32 per 
cent are patients whose costs are met from 
public funds. In the instance of nonwhite 
patients, 95 per.cent are individuals whose care 
is covered by public funds. The ratio for 
white patients is 24 per cent. 

The nursing home patient supported by public 
funds presents a particularly difficult problem 
fora number of reasons. Although the grant per 
year, $1,386, is by no means inconsequential, it 
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TABLE 6 


Nursing Home Patients According to Financial Status in 
Metropolitan Baltimore, 1958 


Total White Nonwhite 


Financial Status 
Num- | Per | Num-| Per |Num-/| Per 
ber cent ber cent | ber | cent 


1,775 | 100 |1,558 | 100 | 217 | 100 
Private (full pay)....|1,196 | 68 |1,185 | 76] 11 5 
Full public assist- 


455 | 25 | 282] 18/173} 80 

Part public assist- 

TABLE 7 


Staff Hours per Patient According to Percentage of Welfare 
Patients in Nursing Home in Metropolitan Baltimore, 


1958 
E Average Hours per Patient per Week 
Per Cent of =| Total 
Welfere se | Number | pro. 
t . 
nurse | 
0-19 35 979 | 2.4 | 2.8 | 14.7 | 14.4 | 34.3 
20-59 13 | 2:4) 2:2 | 
60-100 13 23-558 1.9 26.3 
All Homes. .| 61 2.1 30.3 


is commonly questioned whether this rate of pay 
is adequate to provide an acceptable level of 
nursing care. Furthermore, this rate of pay is 
wholly insufficient to cover the expenses of those 
patients requiring intensive nursing services. 
Some indication of what the welfare patient can 
command in the way of nursing home care is 
provided by Table 7. In the 35 nursing homes 
where less than 20 per cent of the patients were 
supported by public funds, 5.2 nursing hours per 
patient per week were provided and a total of 
34.3 staff hours weekly. In those homes where 
more than 60 per cent of patients were supported 
by public funds, 3.4 nursing hours per patient 
per week were provided and the total hours were 
26.3. Service to welfare patients was in general 
about two-thirds of that afforded to private 
patients. It is not unreasonable to presume that 
this is an inevitable adjustment of services to the 
fees paid per welfare patient. 

In Table 5, the frequency of physician visits to 
welfare patients is shown for city and county 
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county, welfare patients were visited more fre- 
quently than similar patients in the city, even 
though the opposite pattern was true for private 
patients. One must avoid making inferences that 
these differences are indicative of significant 
variation in quality of medical care. Neverthe- 
less, the matter requires careful inquiry. Serv- 
ices of a physician for welfare patients in county 
nursing homes are reimbursed on a fee for service 
basis. In the city, such services are obtained on a 
per capita payment plan. It would appear that 
these alternate methods produce different pat- 
terns of frequency of care. The obvious questions 
which arise are whether the city scheme is more 
economical and whether the county scheme pro- 
duces a more adequate level of care. 

The public expenditure for nursing care in the 
metropolitan area may be estimated conserva- 
tively at $750,000. Do the 579 patients require 
the comparative expensive residence of a nursing 
home? Approximately 17 per cent were classified 
by the study staff as personal care patients, not 
requiring special nursing skills nor confined to 
bed. The special requirements of disabilities 
characteristic of the remaining welfare patients 
are summarized in Table 8. Of the total patients 
supported by public funds 41 per cent are esti- 
mated to require intensive care. The remainder 
could possibly be housed elsewhere than in a 


TABLE 8 


Selected Characteristics of Welfare Patients in Nursing Homes 
in Metropolitan Baltimore, 1958 


Category Number Per Cent 
Require medication.................. 321 57 
Receive therapeutic diet.............. 171 30 
Require other special treatments. ..... 180 31 
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nursing homes. It was apparent that in the. 
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nursing home, if say, a visiting nurse service and 
a private household were available. It cannot be 
said with certainty, however, that such an alter- 
native would result in a per capita reduction in 
cost. 


SUMMARY 


In a consideration of the medical care problems 
of the aged, the especial needs of individuals 
institutionalized in a nursing home are worthy 
of careful study. This paper is concerned with 
the results of a survey of the 61 nursing homes in 
Baltimore City and Baltimore County, described 
here as metropolitan Baltimore. 

A total of 1,775 patients was enumerated at 
the time a census was taken in the summer of 
1958. The median age of these individuals was 
77 years, and 75 per cent of the patients were 
female. The principal conditions cited at admis- 
sion were: diseases of the heart, vascular lesions 
of the central nervous system, senility, accidents 
and arthritis. 

In an examination of medical care practices, 
it was found that 59 per cent of patients had been 
seen within the month prior to survey. Other 
rates of utilization are provided. A particularly 
interesting finding was the difference, city versus 
county, in physician visiting practices in connec- 
tion with welfare patients. Several additional 
details concerning the problem of the welfare 
patient in nursing homes are provided. 

Although some of the data, here presented, 
have proved difficult of interpretation it is to be 
expected that surveys of the type described will 
be repeated in years hence and comparative 
time trends can serve to guide us in evaluating 
the services provided to nursing home patients. 

Baltimore City Health Department 
Baltimore 3, Maryland 


Maryland State Department of Iealth 
2411 North Charles Street 
Baltimore 18, Maryland 
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Health 


For the busy practitioner whose free time is 
limited, Briefs and Abstracts can serve a very 
useful purpose. 

Geriatrics is a young topic. Reports and 
studies providing information on activities in 
that field are as yet not widespread and not 
within reach of the vast majority of physicians. 

The following briefs and abstracts are mainly 
derived from a supplement to the Journal on 
Gerontology published by the American Geronto- 
logical Society, from the Journal on Geriatrics 
of the American Geriatric Society and from the 
Journal Geriatrics, published in Minneapolis 
under the editorship of Dr. Walter C. Alvarez, 
and the Archives of Internal Medicine. 

These selections have been made with the 
intention of providing information on the general 
status of Geriatrics. The excerpts from Supple- 
ment Number 1 of the Gerontologic Journal 
provide information as to the development and 
progress of Geriatrics in European countries. 
The reports were given by outstanding author- 
ities and are very informative. It is enlightening 
to note that our European colleagues and com- 
munities are not only not behind us but in many 
ways are a step or two ahead of us. 

These briefs and abstracts are presented with 
the hope that they contain helpful and gratifying 
information. 


From the Preface by JAMES E. BrrREN, editor 
of the Journal of Gerontology—Supplement No. 
1, p. 1. 

“It is not pretentious to think that serious 
pursuit of gerontology will have dramatic conse- 
quences for man’s wellbeing and actions. Clearly, 
this symposium is another promising child of 
gerontology, born of the good intellectual parent- 
age of the participants. The program committee 
is proud to have assisted the participants in the 
‘delivery’ and it anticipates a vigorous and pro- 
ductive future for the offspring.” 


GERIATRICS—BRIEFS AND ABSTRACTS 


HERMAN SEIDEL, M.D. 


685 


A World View of Gerontology, by RoBERT J. 
Havicuurst, Ph.D. Gleaning from his Re- 
marks. 

“Gerontology is both an applied and a pure 
science. As an applied science it utilizes our 
knowledge of aging to make life longer and more 
satisfying. As a pure science it seeks knowledge 
about the aging of animals and men, both indi- 
vidually and in population aggregates.”’ 


Problems of General Biology of Aging, F. VER- 
zAR, Dr. Med., Prof. emer. Physiology (Univer- 
sity of Basel, Switzerland), Journal of Geron- 
tology—Supplement No. 1, p. 6. 

Dr. F. Verzar is one of the four guests who 
presented European Gerontology at the Cleve- 
land Convention of the American Gerontology 
Society. 

“The present attitude toward experimental 
research on aging suffers from the mistakes 
which were made a generation ago, and it might 
therefore be interesting to consider what these 
were. First of all, we no longer see the aim of 
gerontologic research in the same way as fifty 
years ago. At that time the goal was the pro- 
longation of human life. Now we have reached a 
state where, because of advances in hygiene and 
medicine, more people live to become old and the 
proportion of old people has thus increased to the 
extent that the new aim is to keep these older 
people in a healthy state for an enjoyable and 
active life. The second new point of view is that 
only such experiments which have scientific 
validity and are not based simply on subjective 
opinion or on one-sided observations are now 
acceptable; they must have all the criteria which 
are required in any physiologic study. 

“T might remark that even the explanation of 
the primary fact, that visual accommodation 
decreases with age because of the decrease of 
elasticity of the lens, is not really settled. A dis- 
tinct role is played by the tonus or the force of 
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the ciliary muscle. It is interesting to see how this 
can be influenced by psychic factors, leading to 
astonishing changes in the visual capacity of old 
persons if they are brought from an old age home 
to a summer holiday place. 

“The greatest adaptation process is birth 
itself, when the individual is transferred to 
completely new life conditions. We therefore 
propose that problems of early evolution until 
puberty should not be mixed up with research 
on aging. 

“Tt is only through adaptation by psychic 
capacities that it is possible for man to survive 
longer, for only man is able to transfer the experi- 
ence of a lifetime to the next generation, and to 
be still a useful member of society. 

“The mechanism of adaptation has not been 
explained definitely as yet. Endocrine activities 
of thyroid, adrenal, and pituitary are not respon- 
sible for the quick adaptation, and here again we 
believe that the disturbance lies in the decreasing 
capacity of the central nervous system for heat 
regulation.” 


A Survey of Clinical Investigations on Aging 
Published in Europe after The Second World 
War, by TorBEN GEILL, M.D. (Medical Direc- 
tor, De Gamles By, Copenhagen), Journal of 
Gerontology—Supplement No. 1, p. 25. 

Dr. Torben Geill is another one of the four. 
His remarks on thrombosis are most enlightening 
and timely for us Americans who are rather 
reluctantly initiating the use of anticoagulants. 
His figures on the results obtained are rather 
impressive. 

“In extensive material obtained at autopsy at 
De Gamles By (The Geriatric Hospital), Copen- 
hagen, Bruzelius found fresh myocardial infarc- 
tions in 4.1 per cent and sequelae of coronary 
occlusion (major myofibroses) in 20.7 per cent. 
Thrombosis of the venous system, particularly 
emboli and thrombi of the pulmonary artery, 
seem to have become considerably more common 
than previously (Brull). According to Geill, a 
geriatric autopsy series from De Gamles By 
showed emboli and thrombi of the pulmonary 
artery in 23.7 per cent. 
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“It must be endeavored, therefore, to develop 
simple methods for disclosing a tendency to 
thrombosis, particularly in elderly persons, in 
order to initiate prophylactic measures in time. 
The importance of such prophylaxis is indic:ited 
by the modern long-term treatment with anti- 
coagulants of the dicumarol type. According to 
Dalsgaard-Nielsen and Skinhoj, who treat cere. 
bral thrombosis with anticoagulants, this therapy 
lowers the mortality from about 30 per cent to 
5.8 per cent. The lowered mortality seems to be 
caused by a reduction in the occurrence of 
thromboses ,in the venous system with subse- 
quent emboli to the pulmonary arteries.” 


Dr. Geill’s Condensed Review on the Work in 
Europe on Arteriosclerosis. 


Significance of Nutrition 


According to a number of European workers, 
disturbances in the cholesterol metabolism, espe- 
cially with a diet too high in cholesterol and ani- 
mal fat, is the cause of arteriosclerosis. It is 
interesting to consider the findings in the Scandi- 
navian countries during the last World War and 
the first post-war years. In Finland, Sweden, and 
Norway, the mortality from arteriosclerotic 
diseases, particularly cardiac diseases, decreased 


during these years in which nutritive restriction 
involved a marked reduction in the consumption & al; 
of eggs, butter, and pork, which considerably & te 
exceeded those in the other Scandinavian coun- & ap 
tries. Consequently, such a fall in the mortality B Te 
from atherosclerotic lesions was not observed in & no 
Denmark. The increasing consumption of the lip 
above mentioned animal products during the 
post-war years has again raised the mortality | 
from those diseases in the Scandinavian coun- 
tries. 

Rape-seed oil has a moderate effect, and olive R's‘ 
oil only a slight effect. Coconut fat (both hydro- the 
genated and non-hydrogenated) had no effect at ter 
all. Among the animal fats, milk fat showed an BP 
enhancing effect on the cholesterol level, while '@ 
whale oil depressed it. This last fat can harcily be scl 
used for human consumption in a non-hydrogen- = 


ated form, and if it is hydrogenated it loses its 
cholesterol depressing effect. The authors cor- 
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clude from their experiments that the cholesterol- 
depressing effect of certain fats is related to 
their content of polyunsaturated fatty acids. 


Attention Is Drawn to Heparin 


“N\fost workers are agreed that administration 
of heparin can normalize the blood picture in 
elderly persons (Antonini; Antonini, Piva, Sal- 
vini, and Sordi; Antonini and Sordi; Antonini 
and Pica; Coppo, Lorenzini, and Innocenti). 
Galletti and Abbati, on the other hand, did not 
find any alterations in the concentration of 
serum glycoproteins in elderly persons within the 
first four hours after intravenous injection of 
100 mg. heparin.” 


Sex Hormones and Atherosclerosis 


“The influence of the sex hormones on the 
development of atheromatosis has been studied 
by Magrini, who thinks that the sex difference in 
the incidence of atherosclerosis is caused by a 
difference in the concentration and distribution 
of the plasma lipids in the two sexes, especially 
up to old age. His findings permit the presump- 
tion that ovarian function is the main factor 
which protects premenopausal women from 
atherosclerosis. During estrogen therapy, Ma- 
grini observed that in patients with a history of 
myocardial infarction, the lipoprotein pattern— 
already shifted tc the atherogenic side—showed a 
tendency to become normalized and took on an 
appearance characteristic of young people. 
Testosterone, on the other hand, gave pro- 
nounced atherosclerotic changes in the plasma 
lipoprotein pattern.” 


Dr. Geil’s Summary on Atherosclerosis. 

“The European studies reviewed above afford 
evidence that the development of atherosclerosis 
is due in the main to nutritional factors, chiefly 
the presence of saturated fatty acids and choles- 
terol in the food, but that other factors too, 
particularly hypertension, are of decisive signif- 
icance. The intimate correlation between arterio- 
sclerosis and thrombus formation in the arteries 
has been further established by a number of 
investigators. In future studies on the patho- 
genesis of arteriosclerosis, increased regard must 
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be paid, therefore, to the triad arteriosclerosis- 
blood coagulation-thrombosis.”’ 


From Dr. Geill’s Notes on Heart Diseases. 

The occurrence of auricular fibrillation in the 
aged has been reported by Corti and Gallini. 
They succeeded in abolishing this sign in 93 per 
cent of the patients, invalidating the previous view 
that auricular fibrillation in the aged is fairly 
intractable. 

“Studying the seasonal fluctuations in the mor- 
tality from arteriosclerosis as shown by the medical 
statistics of various countries.” 

“From Hansen found a maximum in the cold- 
est and a minimum in the hottest month of the 
year, irrespective of whether the country was 
north or south of the equator. The most marked 
difference between the mortality in the coldest 
and hottest month was in England and Portugal. 
Seasonal variations for cerebral and for cardiac 
arteriosclerosis were of the same magnitude.” 


Dr. Geill’s Survey on Anemias. 

“Taglioni and Burlina stress that pernicious 
anemia occurs predominantly in elderly persons, 
but that it is often masked by other diseases, 
particularly of the cardiovascular system. Perni- 
cious anemia is common, and hypochromic 
anemias caused by hemorrhages and infections 
are often refractory to treatment. Genuine 
essential hypochromic anemia is rare. 

“According to Echerstrom, sideropenic anemia 
in elderly people is often associated with ulcers of 
the leg. Effective iron medication may cure the 
anemia as well as the ulcerations. Berselli and 
Rizzente have obtained good results by treating 
hypochromic anemia in elderly cancer patients 
with intravenous iron and amino acids.” 


Dr. Geill’s Survey: Metchnikoff’s Autointoxica- 
tion Theory is Revived. 

“The intestinal flora in old people was studied 
by Orla-Jense, Olsen, and Geill, and a re-exam- 
ination of Metchnikoff’s hypothesis carried out. 
Since yoghurt bacteria grow but poorly in the 
animal and human colon, they are not suited for 
the purpose of suppressing the putrefactive 
processes arising in the colon. If the colon in 
certain diseases is in need of a change of its 
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bacterial flora, this change should be produced 
by means of milk cultures of the lactic acid bac- 
teria characteristic of the normal colon, viz., 
Bacterium bifidum and thermobacterium intesti- 
nale. Normally these bacteria (especially the 
former) are present in ample amounts in the 
human colon. Feces from old people show on 
the average more putrefactive bacteria and less 
Bacterium bifidum than feces from young and 
healthy people. When the acid production fails, 
as it does with advancing years, there is a greater 
chance for the salivary streptococci, Streptococ- 
cus salivarius, to pass unscathed through the 
stomach. The reason that the putrefactive proc- 
esses in the colon increase when the hydrochloric 
acid production in the stomach diminishes is not 
only to be found in the poorer digestion of the 
proteins but also in the circumstances that the 
food, instead of being almost sterile when it 
leaves the stomach, is so filled with bacteria that 
the carbohydrates are already fermented in the 
small intestine. The last mentioned condition 
seems to be improved if only a little amount of 
hydrochloric acid (2 or 4) tablets of betaine- 
hydrochloride, each 0.25 Gm.) is consumed in 
connection with the chief meals.” 


Dr. Korenchevsky Extends the Theory of Auto- 
intoxication Much Beyond Intestinal Putrefaction. 

“During recent years, Korenchevsky has par- 
ticularly devoted himself to the hypothesis that 
changes of aging represent autointoxication. At 
the symposium for experimental research on 
aging in Basel, 1956, one of the sessions was re- 
served for autointoxication. Korenchevsky, re- 
viewing the various forms of autointoxication, 
concluded that the most probable theory of old 
age seems to be the ‘self-destruction theory.’ In 
his opinion, it explained ‘physiological aging, 
physiological span of life, physiological death, 
and their fixed characteristics in each species by 
the inherent deficient nature of physicochemical 
structure and of the endogenous processes of the 
organism.’ He stated that the theory was sup- 
ported by the toxic properties of some proteinic 
metabolites and certain hormones normally pres- 
ent in the blood and tissues of the organism.” 


DECEMBER, 1958 


An apropos and terse summary by Dr. Geill 
on Orthopedics is very applicable to the state of 
affairs in our own country. 

“A feature such as happiness of the patient 
cannot be measured as a statistical figure, but 
when considering crippling disabilities in the old 
it is really their mobility and capacity to get 
about, their independence, and their relative 
freedom from pain that should be the guiding 
criteria. Surgeons are, however, so obsessed by 
the question of mortality statistics that treaiment 
is often denied to the old for fear that they may 
die as a result of it. Hesitation is based partly on 
the fear that the skeletal system is incapable of 
repair or improvement in old people. This is a 
fallacy. Experience gained from fractures in old 
people shows that power of repair remains 
throughout life, if the vascular supply is good. 
Long periods of immobilization are not well 
tolerated, but actual. operations, if indicated, can 
be safely performed. If the patient is already con- 
fined to bed, the indications for treatment are 
very clear, because the patient has nothing to 
lose. 


Public Health and the Aged in Europe: Re- 
search and Programs, by R. J. VAN ZONNEVELD, 
M.D. (From the Section of Gerontology, Na- 
tional Health Research Council T.N.O., Nether- 
lands Foundation for Applied Scientific Re- 
search). Journal of Gerontology—Supplement No. 
1, p. 67. 

“The main principles in looking after the well- 
being of the aged, now more or less adopted in 
Europe, are that the aged have the same rights as 
the younger age groups to the social and medical 
services provided by the community and that 
they should be enabled to live as independently 
as possible. 

“The medical profession has to contribute to 
this objective by examining and treating the aged 
sick as effectively as possible and by cooperating 


with other agencies in preventing disablement h 
and in restoring those who have been affected to : 
their maximum possible independency. b 

“Occupational and recreational possibilities 


are also developing at a rapid rate. Many old 
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people prefer to go their own way and not be 
included in organized programs. This is one of 
the reasons why in some countries on the conti- 
nent the system of clubs for the aged is not 
flourishing. 

“In most countries, financial circumstances 
no longer are an important hindrance to medical 
examination and treatment. Under normal cir- 
cumstances, the general practitioner is considered 
the best man to look after the aged. In case of severe 
diseases or defects, the hospital is the right place 
to start treatment. 

“Nursing homes, which fall under the geriatric 
services where these exist, are also a special 
problem. Some are run for profit, they may give 
inadequate treatment; or they may not be 
subject to effective control. There is still no 
unanimity of opinion on the question of whether 
healthy and ill old people should be looked after 
in one and the same home. The tendency is 
to provide departments which are at least func- 
tionally separated. 

“For the aged with mild mental disorders, the 
idea is to construct special nursing homes with a 
much more homelike atmosphere, where the 
accent is on the quickest possible rehabilitation. 
In some countries such homes can already be 
found. There is equal need for special depart- 
ments for the seriously confused aged in the 
mental hospitals. Various countries have pro- 
vided for such departments.” 


Functional Capacities of Older Individuals, by 
Ernst Smmonson, M.D. (From the Depart- 
ments of Ophthalmology and Physiological 
Hygiene, University of Minnesota, Minneapolis) 
Journal of Gerontology—Supplement No. 2, p. 18. 

“The relationship of capacity for physical work 
to earning power can be discussed quite briefly; 
it is, for the large majority of industrial and all 
clerical occupations, negligible. The problem 
has been solved essentially by the industrial 
revolution. The process of mechanization has 
been continuous since about 1800, but was ac- 
celerated after the First World War, particularly 
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in Germany. At that time, a fairly large percent- 
age of heavy work was still present, but it was 
being rapidly diminished. 

“We found the endurance of eleven older men 
with an average age of 53 years in running only 
half that of twenty-five young men with an aver- 
age age of 33 years, which agrees fairly well with 
Dawson’s results. The mechanical efficiency, on 
the other hand, is not affected until the age of 63 
years, and only comparatively little at the age of 
75 years. 

“What are the limiting factors of physical 
performance as affected by age? One of the most 
important physiologic function is the maximum 
of oxygen intake, which determines the limit of 
anaerobic performance, the maximum level of 
prolonged aerobic work, and, in general, the 
cardiovascular reserve. Oxygen transport de- 
pends on heart rate, blood oxygen utilization, 
and cardiac stroke volume. Dill suggested that 
the inability of older people to raise the heart 
rate is the limiting factor. However, tachycardias 
of various types with heart rates equaling or 
exceeding those in maximum work of young 
men, are not uncommon in old patients. 

“Vascularization, which determines the pe- 
ripheral oxygen utilization in skeletal muscle and 
heart, is probably of major importance. The 
limiting factors, however, may be not only 
circulatory functions. In our series, the drop of 
F.F.F. (Flicker-Fusion-Frequency) after work 
was greater in the older men, despite the lower 
performance. The decreased endurance of older 
men, therefore, may be in part due to a decreased 
tolerance of the central nervous system, possibly 
resulting from the poorer cerebral circulation. 
The endocrine system seems to be involved in the 
decline of muscle strength and performance 
with age. Oral administration of methyl testos- 
terone over a period of several weeks or months, 
in six men over 50 years, resulted in a significant 
increase in weight lifting and weight holding 
ability, and muscle strength. This was similar 
to the effect in four younger eunuchoids. In 
contrast, the treatment had no effect on four 
normal young men.” 


958 
of 
ient * 
but 
old 
get 
tive q 
Jing 
1 by 
ment 
may 
y on 
le of 
is a 
1ains 
rood. 
well 
, can 
con- 
t are 
ig to : 
Re- 
VELD, 
Na- 
ther- 
Re : 
it No. 
 well- 
ted in 


690 Articles of Geriatric Interest 


New Technics in the Diagnosis of Hyper- 
parathyroidism, by JosrEpH W. GOLDZIEHER, 
M.D., San Antonio, Geriatrics, Volume 13, 
Number 8, August, 1958, p. 483. 

This article is abstracted because of its com- 
pact and lucid presentation of a systemic path- 
ologic entity frequently overlooked or not sus- 
pected. It well deserves the small space it re- 
quires. 

“Hyperparathyroidism is a disease of middle 
age, outstanding for its vague clinical symp- 
tomatology. With earlier recognition mandatory, 
diagnosis must rely more and more on biochem- 
ical tests. Repeated determinations of serum 
calcium, phosphate, and total protein should be 
supplemented with studies of urinary calcium 
excretion on a low-calcium intake, of renal 
tubular reabsorption of phosphate, and of blood 
studies during a low-phosphate diet. 

“The symptoms of longstanding hyperpara- 
thyroidism, occurring chiefly in middle-aged 
persons, may present a picture consisting only 
of such vague manifestations as weakness, 
nervousness, constipation, indefinite muscle 
pains, and minor urinary difficulties. On this 
basis, it has been suggested more than once that 
the routine physical examination of the middle- 
aged or elderly person should include a determi- 
nation of the serum calcium.” 


Series of tests for the diagnosis of hyperpara- 
thyroidism, which are described in the 
text of the article 


. The Roentgenogram 

Serum Calcium Determination 

. Serum Phosphate Determination 

. Tubular Reabsorption Phosphate Test 

. Intravenous Calcium Infusion Test 

Calcium Excretion Test 

. Phosphate Deprivation Test 

“The possibility of hyperparathyroidism must 

be kept in mind in all instances of vague 

‘neurotic’ disorders without other explanation. 
“The chemical changes may require numerous 

and repeated laboratory studies for their final 

elucidation. The determination of serum calcium 
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and phosphate must in all instances be carried 
out repeatedly, with an awareness of their varia- 
bility in this disease; the possible influence of the 
serum protein level must not be ignored. Evi- 
dence of the action of increased amounts of 
parathyroid hormone on the renal tubule may be 
sought by determination of the tubular ‘e- 
absorption of phosphate. This is a simple, rapid 
test, valuable for its functional nature, but it is 
by no means pathognomonic. 

“The loss of calcium and phosphate ho- 
meostasis in hyperparathyroidism may be 
demonstrated by calcium-deprivation or phos- 
phate-deprivation technics, both relatively 
simple to perform and extremely informative. 
It seems almost trite to mention that clinical 
judgment, careful appraisal of the laboratory 
tests, and persistent diagnostic efforts may be 
necessary in those ‘borderline’ cases which are 
becoming evermore frequent as our index of 
suspicion continues to rise.” 


Insomnia in the Aged, by ZACHARY SAGAL, 
M.D., Sherman Oaks, California, Geriatrics, 
Volume 13, Number 7, July, 1958, p. 463. 

“Aged people often complain of insomnia. 
While at times the complaint seems unjustified 
and factually incorrect, it is best to allow the 
old person the extra amount of sleep desired. 
Recent researches seem to indicate that sleep 
has a restorative function beyond that of a gen- 
eral nature. 

“The prevailing notion that the older one 
gets the less sleep he needs may be incorrect and 
the opposite may be true with advancing age, 
the older person needs more sleep as the basis 
for good health and as a prophylactic against 
premature aging. The very concept of ‘normal’ 
and of ‘premature’ aging perhaps needs revision. 
Professor Braines reminds us of the theoretic 
researches of Metchnikoff, Bogomoletz, nd 
Lasarelf, which led them to believe that a life 
span of 150 years can be eventually hoped for.” 


What Can Be Done For Insomnia? 


“It has been my opinion for many years ‘hat 
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with advancing years less and less sleep is re- 
quired for maintenance of normal health, I had 
many arguments with patients and friends to 
convince those who were not satisfied with five 
or six hours of sleep. The advice to just rest in 
bed if unable to sleep was rarely taken kindly. 

“Lately I have come to agree with Dr. 
Alvarez who, on many occasions, has advocated 
th: use of mild soporifics, for he is convinced of 
th: innocuousness of their use over long periods. 
A colleague and classmate of mine has been 
taking routinely 3 gr. of Seconal® every night 
for many years without any ill effect, not even 
a morning hangover. On several occasions, his 
wile told me how she would lie awake at night 
and envy his deep sleep. She tried taking a small 
dose of a barbiturate, but it made her drowsy 
all the following day One must remember that 
there is an individual sensitivity to soporifics 
and that people react differently to them. 
Lately, I have come to the conclusion that there 
is no hard and fast rule to go by and each case 
must be treated individually.” 


A Look at Atomic Medicine in Geriatrics, by 
Lee E. Farr, M.D. (Medical Director, Brook- 
haven National Laboratory, Upton, Long Island, 
New York), Journal of Gerontology—Supple- 
ment No. 2, p. 27. 

The following excerpts of this article have 
been abstracted rather generously. The reason 
for it is that the topic is most timely and the 
presentation is admirably impressive. It is 
indeed a gem of perfect presentation and com- 
pactness. If space had permitted, the tempta- 
tion to lift the article im toto would not have been 
resisted. It is however, suggested that those 
interested should try to read the article in full. 

“It is necessary that clear distinctions be 
made between diseases of older ages and the in- 
volutional changes of age itself. Bone composi- 
tion changes regularly with time, and thus this 
alteration is a reflection of age, not disease. In 
other organ systems similar changes may and do 
occur with time. The present discussion is not 
addressed to efforts looking toward the post- 
ponement of phenomena of age. It must be 
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clearly established that the assigned causes of 
death in the aged are to be constantly re- 
evaluated since the recorded causes will be 
weighted for disease etiology favored by our 
medical habits and fashions, biased by our 
diagnostic systems, and profoundly influenced by 
our ignorance of many normal physiologic 
changes. 

“Medical successes in overcoming the hazards 
of infectious diseases, in establishing the causes 
of and control of diseases resulting from dietary 
insufficiencies, avitaminoses, pernicious and iron 
deficiency anemias, in reducing the risk of 
surgery so that many disorders of middle-age 
can be met satisfactorily by removing the 
affected part and in providing adequate cor- 
rective therapy for some intrinsic diseases, such 
as diabetes mellitus, leads us to the hope that as 
we can define the abnormal changes occurring 
in older people, we may, by application of new 
techniques available to us, be able to bring a 
measure of control to these disease states. 

“Since the onset of degenerative disease is 
insidious, because its causes as yet may be 
largely unknown, physicians are limited today 
to a few corrective measures of palliation. They 
cannot rehabilitate the disordered physiology 
much less can they stop its progression. This 
means that diagnosis is at best uncertain and 
difficult, treatment largely empirical, and limited 
by individual experience to an undue degree. If 
physicians are to gain better insight into these 
disorders and perhaps as well into the phenomena 
of aging, they must have at their command a 
method whereby they can scrutinize minutely 
the performance of an organ system, or perhaps 
under certain circumstances, the cellular com- 
ponents of the system. Until the last few years 
there were no means by which this could be 
done except indirectly and then by great effort 
at high cost. 

“Tt is desirable that there be a method 
whereby literally one can peer into cells and ob- 
serve the happenings therein. Fortunately, 
radioactive isotopes permit just that to be done. 
By the emission of gamma activity one can 
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externally follow movements through the body 
and by properly utilizing any form of radio- 
activity one can follow the sequence of synthesis 
and degradation that occurs in the normal utili- 
zation of foodstuffs to building of tissue and its 
ultimate replacement. 

“With radioactive elements it is possible to 
introduce only a very minute amount of the 
material to be studied. Thereby no new factors 
of load are introduced which may of themselves 
alter the sequence of events. By choosing radio- 
active elements of different activities; that is, 
energy emissions of different half life, of different 
sequence of transformations, and of different 
particle emissions, one can bring to bear upon a 
single series of events a multiple type of examina- 
tion. 

“This approach now can be carried out in a 
wide variety of manners depending upon the 
_ selection and utilization of the isotope. The de- 
velopment of reactors and accelerators which can 
be used to manufacture radioisotopes in large 
quantity and even more important the develop- 
ment of detectors capable of revealing quantities 
of radioactive isotopes so small that the radia- 
tion is not of significance to the whole organism, 
now make studies of this kind practical. 

“Tn biochemistry the widespread and rapidly 
growing use of radioactive isotopic labeling 
attests best of all to the usefulness of the pro- 
cedure. If no alteration of the compound is a 
requisite, most organic compounds must be 
labeled either with radioactive carbon, or radio- 
active hydrogen, more commonly called tritium. 
While these labels are completely satisfactory 
within their own sphere of usefulness, neither 
has a gamma emission. Therefore, removal 
from the body, and in some instances, concentra- 
tion may be required for analysis or detection. 
In other circumstances, however, it is possible 
to insert into the molecule a suitable gamma- 
emitting isotope such as iodine and thereby en- 
able detection of the isotope by counters ex- 
ternal to the body and observation of the 
isotope’s movement within the body and its 
localization if such occurs. 


DECEMBER, 1958 


“The role that trace metals may play ii the 
metabolism of man is yet largely unknow:. By 
means of radioactive isotopes, methods of study 
of metal behavior and occurrence not heretofore 
available can become almost routine. The further 
development and use of activation analysis will 
enable the investigator to analyze tissues for a 
galaxy of elements—the analysis being carried 
out without alteration or manipulation of the 
specimen and being effected simultaneously for 
all components using radiologic analysis to sort 
out the various components. 

“These observational capabilities give promise 
of much new knowledge on the exact dis- 
turbances present in degenerative disease. With 
the use of radiation itself to produce degenerative 
disease analogs the possibilities are greatly en- 
hanced. With such knowledge at hand, it is to 
be hoped that measures can be contrived which 
will control or alleviate these disorders. While 
the promise is great, as of this date performance is 
slight and much work remains to be done before 
the promise can slowly be fulfilled. 

“Tn the field of neoplasia, looking only at the 
areas using radioactive isotopes, I need only 
mention the application of cobalt 60 teletherapy, 
intracavitary therapy with colloidal gold and 
colloidal phosphorous, and infiltrative tumor 
mass therapy with these same colloidal com- 
pounds as well as cobalt 60 needles. 

“Finally, I should like at this point to alter 
this discussion to a very brief consideration of 
degenerative conditions of the skeletal system 
that may be, at least in part, caused by en- 
vironmental changes. In this day and age, with 
the rapid development of atomic energy and its 
utilization in industrial endeavors as well as 
military efforts, it becomes necessary for each 
physician to acquaint himself with some of the 
physiologic effects of radiation and of tissue- 
deposited radioactive isotopes. It is a fact that 
we all are exposed to a small amount of ra: iation 
coming from fallout from weapon testing by 
ourselves, our friends, and those not so friendly 
to us. Therefore, physicians must be on the alert 
for disease disorders which may be c:.wused, 
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exacerbated, or made manifest by small but 
significant depositions of radioactivity in organs 
such as the skeletal system. 

“Tt is mandatory that physicians become con- 
versant with expected signs and symptoms of 
radiologic exposure that in cases wherein radio- 
active elements are suspected as being a 
caus:tive factor in the illness, the proper steps 
can }e taken to verify the diagnosis and to 
follow this with appropriate therapy.” 


Venous Diseases in Older People, by J. 
Eart: Estes, M.D., Rochester, Minnesota, 
Gerialrics, Volume 12, Number 5, May 1957, 
p. 284. 


Malignant Neoplasm 


“Recurrent episodes of thrombophlebitis, 
without apparent cause, frequently signal the 
presence of a malignant neoplasm.” 


Heart Disease 


“Persons with organic heart disease severe 
enough to cause cardiac decompensation often 
have thrombophlebitis at some time during 
their chronic illness.”’ 


Chronic Occlusive Arterial Disease 


“Ischemia from chronic occlusive arterial 
disease may result in leg ulcers which must be 
differentiated from stasis ulcers of chronic 
venous insufficiency. Furthermore, ischemia 
superimposed upon chronic venous insufficiency 
may have a pronounced deterrent effect upon 
healing of a stasis ulcer. Thus, it is important to 
determine whether chronic occlusive arterial 
disease is present in order to evaluate its effect 
on the clinical manifestations of chronic venous 
insufficiency. 

“Arteriosclerosis obliterans is a common, 
easily diagnosed disease. The diagnostic criteria 
include such manifestations as claudication, 
subjective coldness of the lower extremities, 
ischemic neuropathy, ulceration, gangrene, re- 
duced or absent peripheral arterial pulses, cold- 
hess and pallor of the affected extremities, 
calcification of arteries on roentgenography, 
and hyperlipemia.”’ 
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Other Physical Factors 


“The careless eating habits of many older 
people may lead to loss of weight and malnutri- 
tion. This in turn may complicate an existing 
state of chronic venous insufficiency by causing 
or increasing edema of the leg from hypoal- 
buminemia. Also, by interfering with normal 
tissue metabolism, malnutrition may retard the 
healing of an ulcer. 

“Older persons have a higher incidence of 
thrombophlebitis and pulmonary embolism dur- 
ing the postoperative state than do younger 
persons. 

“Many aged people become relatively in- 
active, sitting in a chair for prolonged periods. 

“Older people are prone to minor injuries to 
their lower extremities because of poor eyesight, 
incoordination, weakness, falling, and decreased 
sensation in their legs.” 


Conclusions 


“T should like to emphasize the extreme im- 
portance of one fact—namely, that the proper 
treatment of the primary venous diseases 
(varices and thrombophlebitis) prevents, almost 
without exception, the secondary manifestations 
of chronic venous insufficiency. 

“The occurrence of manifestations of chronic 
venous insufficiency is a stigma of failure either 
on the part of the physician to institute proper 
prophylaxis for his patient or on the part of the 
patient to follow instructions.” 


Serum Cholesterol Levels Resulting from 
Various Egg Diets—Experimental Studies with 
Clinical Implications, by O. J. PoLttax, M.D., 
Ph.D., Kent General Hospital, Dover, Dela- 
ware, Journal of the American Geriatrics Society, 
Volume VI, No. 8, August, 1958, p. 614. 

The problem of cholesterolemia, lipins, lipo- 
proteins, what and where they derive from, their 
relationship to atherosclerosis and probably 
thrombosis are presently very much at the head 
of the discussions on cardiovascular diseases 
and cerebral vascular accidents. Confusion is 
more confounded by the many vague and in- 
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definite opinions and conclusions that continue 
to appear in the medical literature. The following 
few abstracts are presented, not with the inten- 
tion of adding clarity to the situation but rather 
to prove the impossibility of it. The above 
titled article presents a research study on the 
effects of a diet consisting of one egg a day, raw, 
fried, boiled, or poached, given to several groups 
of rabbits, over a period of twenty-one days. 

The results seem to indicate very definitely 
that such a diet raises the blood cholesterol 
levels markedly, to three and even five fold. 

Following through the article the thought 
came that: “Here Goes The Bacon and Egg 
Breakfast.’’ However, further discussion by the 
authors eases that fear. 

“The experiment had several limitations. 
Though eggs were secured from a single supplier 
they differed in total weight, thickness of shell, 
volume and weight of egg white and yolk, the 
amount of cholesterol, and probably the amount 
of all the other constituents. The rabbits did not 
eat exactly the same quantities of egg or chow, 
nor did they eat at the same pace. All animals 
ate the egg dishes mixed with rabbit chow 
readily. They were especially eager to eat fried 
and scrambled eggs. 

“Tt is impossible to apply the results of animal 
experiments to man. Rabbits, weighing 319 
pounds each, received, daily from 91 to 165 mg. 
of cholesterol (more correctly of Burchard- 
Liebermann-positive material) in the form of 
egg. A man weighing fifty times as much as the 
rabbit, i.e. 175 pounds, would have to ingest 
4.5 to 8.25 gm. of cholesterol daily or about 
fifty eggs daily to obtain similar results. Rabbits 
of series XI ate 91 mg. once a week. Consump- 
tion of 4.5 gm. of cholesterol per week would not 
be unusually high for an adult man. However, a 
man would not consume all cholesterol in the 
form of fifty raw eggs on one day and then eat a 
cholesterol-free diet for six days. In rabbits, 
hypercholesterolemia after twenty-one days of 
a fried egg diet was 4.25 times higher than after 
a raw egg diet, and 3.5 times higher than after 
a soft boiled egg diet. 
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“Investigation of the effect of heating on the 
cholesterol content of various foodstuffs seems 
desirable. We may have to revise our diets for 
persons with a tendency toward hypercho- 
lesterolemia by paying as much attention to the 
preparation of the food as to the components of 
the diets.” 


Calories and Cholesterol, by ANCEL Keys, 
Ph.D., Minneapolis, Geriatrics, Volume 12, 
Number 5, May, 1957, p. 301. 

“Let us set the record straight at the outset. 
It is not insisted that the diet is the only factor 
in the production of coronary heart disease or 
even in the development of atherosclerosis. 

“The thesis for consideration here is that the 
diet influences both atherogenesis and throm- 
bogenesis arid is an important part of the reason 
for the differences between populations in the 
age-specific frequency.of coronary heart disease. 

‘We are concerned about the situation where 
we in America have three to five or ten times the 
coronary heart disease burden of many other 
populations. 

‘We have been able to find no consistency and 
no explanation for these differences in terms of 
race, climate, the use of alcohol and tobacco, 
urbanization, habitual physical activity, ex- 
posure to ultraviolet light, atmospheric smoke, 
gasoline fumes, and so on. Any one, or all, of 
these factors may have some influence but, if so, 
it is not yet apparent. 

“Nor do we find any support for the idea 
that emotional stress is involved, if we take as 
indicators of the stress force such items as the 
hazards of street traffic, housing congestion, 
frequency of the use of telephones and of radios, 
indulgence in competitive business or sports, 
the burden of high taxation and bureaucratic 
governments, or presence of political and social 
strife in the community.” 


Population Samples 


“Table 4* summarizes some of the results 


* Tables 4 and 5 referred to in this abstract are not printed 
herewith. 
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from field studies on population samples. These 
extend to human lifetimes our necessarily brief, 
controlled, dietary experiments in the laboratory. 
This table covers only men aged 40 to 49 years 
and is representative of a total of 27 series of 
men of this age, all of whom fit equally well the 
relationship between diet fat and serum cho- 
lesterol concentration shown in these examples. 

“All the evidence we can gather indicates 
that the general relationship shown here also 
holds for the incidence of coronary heart disease. 
If we took the coronary incidence in middle 
age 1mong Minnesota firemen to be one hundred, 
the value for the Japanese miners would be less 
than ten. The corresponding value for the men in 
Malmo would average perhaps sixty.” 


Effects of Various Types of Fats 


“It appears further that the cholesterol differ- 
ences in these populations are not simply de- 
pendent on differences in the amount of linoleic 
or ‘unsaturated’ fats in the diet. Table 5 sum- 
marizes U.S. and the Japanese diets in regard to 
fats with, respectively, 40 and 12 per cent of 
total fat calories. The U.S. figures are calculated 
from the foods eaten in our national dietary 
average, checked by our local analysis. The 
Kyushu figures are computed from the sum of 
all the foods in the average diet at Shime as 
assembled by ten full-time dietitians in house- 
hold surveys and measurements during April 
and May of last year. 

“The U. S. diet provides almost twice as much 
linoleic acid as does the Japanese diet. The sum 
of linoleic plus other poly-ethenoic fatty acids is 
also greater, per calorie, in the U. S. diet. Most 
of the ‘other poly-ethenoic’ fatty acid in the 
Japanese diet is in fish oils. Fish oils have a very 
high iodine number but, as we have found in 
controlled experiments on man, fish oil has about 
the same effect on serum cholesterol as does 
cottonseed oil.” 


Hospital Findings 


“I have pointed out that the mortality rate 
ascribed to coronary heart disease in different 
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populations tends to follow the proportion of 
total fats in the local diet. A similar relationship 
between diet fat and coronary disease appear 
when we survey the hospitals of different pop- 
ulations. Further, it is instructive to examine the 
frequency of finding of severe—that is, grades 
3 and 4 on a scale of 0 to 4—atherosclerosis in 
unselected autopsies in general hospitals in 
Japan, Hawaii, and Minnesota. Caucasians in 
Hawaii and men in Minnesota are substantially 
identical in the high frequency of atherosclerosis, 
and in both places the diet averages slightly over 
40 per cent fat calories. The frequency of severe 
atherosclerosis in Kyushu, where the diet aver- 
ages about 12 per cent fat calories, is roughly 
one-tenth as great at equal ages. And, in Hawaii, 
where the local Japanese diet averages about 30 
per cent fat calories, the frequency of severe 
atherosclerosis is intermediate between the 
figures for men in Japan and men in Minnesota.” 


Fats and Coagulation Time 


“‘After a carbohydrate meal of rice, sugar, 
and skimmed milk, or during continued fasting, 
the clotting time tends to increase slightly dur- 
ing the next six hours. But, after a meal with 
equal calories as butterfat, the clotting time 
tends to shorten and there is a state of relative 
hypercoagulability lasting from about an hour 
and a half to about six hours after the meal. 

“Other things being equal, it is reasonable to 
expect that the frequency of coronary throm- 
bosis, and of thromboembolic phenomena in 
general, should be higher in populations who 
frequently eat fatty meals than in those who do 
not. And this is precisely what seems to be the 
case. 

“Finally, it should be mentioned that, within 
a number of populations, comparisons have been 
made between population segments differing, 
because of economic differences, in the propor- 
tion of fat in the diet. In each case, the serum 
cholesterol average and the frequency of coro- 
nary heart disease are considerably lower in the 
low-fat diet population segment. Israel, Guate- 
mala, Italy, Cape Province, South Africa, and 
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Spain are examples of areas where such data are 
found.” 


Conclusions 


“There is no reason to believe that the addi- 
tion of corn oil, sunflower seed oil, safflower 
seed oil, or fish oils to our diets, without other 
diet changes, could prevent or control coronary 
heart disease. 

“Lastly, it should be realized that we are far 
from knowing all the answers. We need a great 
deal more research. But I doubt that the day 
will come soon when we can load our blood with 
fat without affecting cholesterol and blood 
coagulability. I see no prospect of preventing 
coronary heart disease merely by taking pills or 
capsules or periodic swallows of corn oil.” 


The Problem of Atherosclerosis: A Brief 
Review, by JEROME M. Watpron, M.D., 
Geriatrics, Volume 13, Number 5, May, 1958, 
p. 261. 

“The term atherosclerosis has a different 
meaning in different papers. Some studies are 
concerned only with the problem of coronary 
occlusion, which may or may not be related to 
atherosclerosis. Nevertheless, patients with this 
condition are considered as part of the problem 
of atherosclerosis. The same approach is also 
used in reports on cerebrovascular accidents and 
in peripheral vascular disease. 

“Another error is the use of the term athero- 
sclerosis for an acute episode in place of the 
chronic process. Again, this is evident in reports 
on coronary occlusion. Nonfatal myocardial 
infarction cannot be unequivocally classed as 
coronary atherosclerosis; it may be the result of 
thrombosis in an area where there is no athero- 
sclerosis. In addition, the conditions which pro- 
duce acute episodes in an atherosclerotic vessel 
may have no relation to the condition producing 
the chronic process of atherosclerosis.” 


Diet and Atherosclerosis 


“The most popular concept today is that 
atherosclerosis is primarily related to diet. This 
is based on (1) the correlation of a high serum 
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cholesterol in most patients with atherosclerosis; 
(2) the experimental production of athero- 
sclerosis in animals by feeding cholesterol; 
(3) the fatty character and cholesterol conient 
of the atherosclerotic lesions; and (4) epidemiol- 
ogic studies of correlation of coronary ariery 
disease and diet. Acceptance of each of these 
relationships builds a good case for diet is a 
cause of atherosclerosis, but each observation is 
open to serious objection.” 


Relationship of Foodstuffs 


“Perhaps a deficiency of carbohydrates rather 
than excess of fat is the important factor. Be- 
cause of the preoccupation with fat, this facet 
is not discussed or investigated. Another problem 
along the same line is the effect on the metab- 
olism of one ‘foodstuff or another. 

“They are often based on formula feedings or 
such restricted diets.as to be impractical. It 
has never been shown that the low-fat or low- 
cholesterol diet has made anyone live any longer; 
it just makes it seem longer.” 


Evaluation of Treatment 


“The only possible means of preventing 
atherosclerosis is in the treatment or prevention 
of diseases which are known to accelerate the 
process. Diabetes and hypothyroidism are the 
most common diseases associated with increased 
atherosclerotic process, therefore, the treatment 
of hypertension also becomes an important step 
in preventive medicine. 

“Although this report has taken a rather nega- 
tive approach to the treatment of atherosclerosis, 
it is done in an effort to clear the air. For too 
long, too many have talked as if atherosclerosis 
were understood. Much is known and there are 
many interesting leads, but much more research 
is needed to reach clear understanding and 
definite form of therapy.” 


Coronary Heart Disease, by WILLIAM Lis0OFF, 
M.D., Philadelphia. William Likoff is assoviate 
professor of internal medicine, The Hahneniann 
Medical College. Geriatrics, Volume 13, Number 
5, May, 1958, p. 266. 
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Discussion 


“This study indicates that a myocardial in- 
farction seldom occurs for the first time in a 
patient who is 70 years or older unless there has 
been significant prior evidence of coronary heart 
disease. Discounting the nonspecific roentgeno- 
graphic evidence of minimal left ventricular 
enlargement, discrete indications of a _pre- 
existing cardiac disorder were demonstrable in all 
but two of the thirty patients reported. 

“This contrasts with the recorded experiences 
in younger individuals. In the majority of pa- 
tients under forty, myocardial infarction occurs 
without antecedent clinical manifestations. In- 
deed, sudden death may be the initial indication 
of unusual coronary atherosclerosis. Similarly, 
in many persons between forty and sixty an in- 
farction can develop quite unexpectedly. 

“Although clinical manifestations of coronary 
atherosclerosis generally are present in the aged 
persons who are seriously afflicted with the con- 
dition, positive objective findings are more com- 
mon and dependable than historical or sub- 
jective data. For example, only one of five 
patients in this study had angina pectoris im- 
mediately before the infarction as opposed to the 
four of every five patients who had an abnormal 
electrocardiogram. Furthermore, the atypical 
features of the angina pectoris in many instances 
reduced the importance of the syndrome as a 
diagnostic aid. This also is in contrast with 
events in younger patients in whom subjective 
complaints frequently antedate, and almost 
invariably complement, objective abnormalities. 
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“Three facts point up the seriousness of an 
infarction in the aged. The immediate mortality 
in the group observed in this study compares 
poorly with experiences among younger patients 
suffering their first infarction in whom a rate as 
low as eight per cent may be expected. Further- 
more, one of every two patients experienced 
severe heart failure at the time of the infarction 
or during a reasonable period thereafter. Finally, 
approximately forty per cent of those who re- 
covered failed to survive two years. 

“As noted, the majority of the patients in this 
series had significant pre-existing coronary 
atherosclerosis. Purportedly the collateral coro- 
nary bed increases in response to the degree of this 
vascular impairment. However, from the mor- 
tality and morbidity statistics reported, the 
collateral coronary circulation was not adequate 
enough to counterbalance the impact of an acute 
myocardial infarction. Furthermore, it did not 
prevent an unusually high percentage of trans- 
mural involvement. Of course, it is not reason- 
able to suggest on this basis that pre-existing 
coronary atherosclerosis does not augment the 
growth of a collateral coronary circulation. 
However, it is more logical to suspect that the 
rigors and deteriorations of age, when combined 
with an acute disease process, often undermine 
what under more ordinary physiologic cir- 
cumstances would have been a satisfactory com- 
pensatory mechanism.” 


2404 Eutaw Place 
Baltimore 17, Maryland 


SURGICAL MEETING IN CHARLESTON 


All members of the medical profession are invited to attend a three-day Sectional Meeting 
of the American College of Surgeons in Charleston, South Carolina, January 19-21, 1959. 
The program will include discussions on arterial occlusive disease, abdominal emergencies, 
management of gastrointestinal hemorrhage, trauma, cancer, common duct strictures, mas- 
sive hemoptysis, acute hand injury reconstruction, cholecystitis, and many more topics of 
current concern. An exceptional program of medical motion pictures will also be shown. 
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Doctors, hospitals, institutions, and agencies 
who have contact with disabled people are fre- 
quently asked these days to fill out medical re- 
ports in connection with claims under the dis- 
ability provisions of the Social Security law. 
These provisions protect severely disabled people 
in three ways: 

1. Benefits are provided for insured workers 
age 50-64 who are no longer able to work 
because of an extended total disability. 
Beginning September 1958, benefits may 
also be paid to certain of the disabled 
workers’ dependents—namely, wives and 
dependent husbands who have reached re- 
tirement age, unmarried dependent chil- 
dren (including sons or daughters disabled in 
childhood), and wives who have a child 
entitled to benefits in their care. 

2. Benefits can be paid to adult disabled sons 
and daughters of retired workers and of 
workers who have died. To be eligible for 
these benefits, the disabled son or daughter 
must have a disability which began before 
age 18 and has continued uninterruptedly. 

3. Disabled workers, regardless of age, can 
“freeze” their social security records: to 
protect their own and their families’ future 
benefit rights. 

To qualify under these disability provisions, 

a person must be unable to engage in any sub- 
stantial gainful activity by reason of a medically 
determinable physical or mental impairment 
which can be expected to result in death or to be 
of long-continued and indefinite duration. A 
disabled worker must, in addition, have social 


1 This article is a result of recommendations submitted at 
the 160th annual meeting by the Medical Advisory Committee 
to Bureau of Old Age and Survivors Insurance to promote 
mutual understanding between local administrative agencies 
and the medical profession. 

? Regional Representative, Bureau of Old-Age and Sur- 
vivors Insurance. 


THE PHYSICIAN’S ROLE IN THE SOCIAL 
SECURITY DISABILITY PROGRAM! 


MAURICE D. DEWBERRY? 
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security credits for work in at least 5 out oi the 
10 years before he became disabled and must be 
fully insured. The social security credits needed 
for a fully insured status may vary from person 
to person depending on age. Five years of work 
under social security will be enough to meet the 
“fully insured”’ requirement through 1960. Any- 
one with 10 years of social security credits is 
fully insured for life. 

Benefits-are not payable for the first six 
months that a person is disabled. However, as in 
the case of. the old-age insurance benefits, the 
law protects a person who delays filing his 
application for sometime after he meets the 
requirements for payrhnent (including the six- 
month waiting period), in that it permits back 
payments for as much as 12 months. 

All applicants, whether for benefits or for the 
freeze, are referred to their State vocational 
rehabilitation services. Payments to the disabled 
worker and his eligible dependents are suspended 
if the disabled worker refuses, without good 
cause, to accept available rehabilitation services. 
On the other hand, if the disabled worker accepts 
the rehabilitation services and performs work 
pursuant to an approved State vocational re- 
habilitation program, benefits may continue for 
as much as 12 months after he starts that work. 

Workers with long-standing disabilities have 
until June 30, 1961, to apply to have their social 
security records frozen as of the time they 
actually became disabled. In some cases this may 
go as far back as October 1941, the first date 
when the work requirements could have been 
met. 

Under the social security law the benefits 
payable to a child ordinarily stop at age 18. 
Where a disabled child was entitled to benefits 
before age 18, his benefits will be continued so 
long as he is disabled. Otherwise, his benefits 
begin when the parent on whom he is dependent 
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becomes entitled to disability benefits (age 50- 
64) or to old-age insurance benefits, or dies, 
regardless of the child’s age at that time. In con- 
trast to the benefit or “freeze” applicant, the 
disabled child does not need a record of work 
under social security. The disabled child must, 
however, meet the same definition of disability 
as disabled workers. The mother of the person 
receiving this type of benefit may qualify for 
mother’s benefits if she has the disabled son or 
daughter in her care. 

Applications under the social security dis- 
ability provisions are taken by the social 
security district offices, located in Baltimore, 
Cumberland, Hagerstown, Silver Spring, and 
Salisbury, Maryland. The social security district 
office gives the disabled applicant information 
about his rights, helps him to fill out his applica- 
tion, and to get the proofs and documents he 
may need to support that application. Under the 
law, the disabled person is responsible for fur- 
nishing, at his own expense, the evidence to show 
that he is ‘‘disabled’”’ within the meaning of the 
social security law. 

His social security district office gives him one 
or more copies of a medical report form on which 
this evidence can be supplied. He is asked to take 
or mail this form to his attending physician or 
toa hospital, institution, public or private agency 
where he has been treated for his disabling 
condition. This report form, designed as a guide 
for the reporting physician, lists the kind of 
medical facts essential for the determination of 
“disability.” However, the reporting doctor is 
not required to use it; if he prefers, he may make 
his report in the form of a narrative summary or 
he may submit photocopies of the pertinent 
medical records. The completed reports are to be 
returned by mail to the social security district 
office. 

By providing a full and objective clinical pic- 
ture of his patient, the reporting doctor fulfills 
his responsibility to his patient, and inciden- 
tally, expedites the decision. To be of maxi- 
mum use for the evaluation of a patient’s ca- 
pacity for work, the report should include a 
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history of the impairment, the symptomatology, 
clinical findings and diagnosis. It should be noted 
that the attending physician is asked only to 
provide this type of objective medical data. 
He is not put in the position of having to decide the 
issue of “disability.” The determination as to 
whether a patient is ‘disabled’ must be made 
within the scope of the social security law; often 
it is based on evidence from more than one 
medical source. Also the determination must 
take into account factors which are not purely 
medical—factors such as education, training and 
work experience. 

After the applicant has filed his claim under 
the disability provisions, and furnished the sup- 
porting evidence, his case is forwarded by his 
social security district office to the State voca- 
tional rehabilitation agency. Under the agree- 
ment between the State and the Federal Govern- 
ment, the State agency makes the disability 
determinations for its own residents. 

The evaluation of disability is made by a 
“review team’ in the State agency. There are at 
least two professional people on each team. One 
of the two is a doctor of medicine; the other is 
trained in evaluating the personal and vocational 
aspects of disability. The team must decide 
whether the applicant is sufficiently disabled to 
prevent him from engaging in any substantial 
gainful activity within the foreseeable future. 

In many cases it is necessary to write back to 
the reporting physician because the medical re- 
port does not contain enough clinical facts. As a 
rule, the kinds of medical facts that the attending 
physician needs in making his diagnosis and in 
treating his patient are the same as those re- 
quired to evaluate the severity of impairments in 
disability programs. However, certain medical 
facts are more highly significant in disability 
evaluation than to medical management of the 
case. To evaluate the effect of the impairment on 
the individual’s ability to work requires the kind 
of medical evidence that confirms the diagnosis 
and measures remaining functional capacities of 
mind and body. By furnishing complete and ob- 
jective evidence, the reporting physician makes 
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it unnecessary for the reviewing physician to 
“write back” for additional clinical or laboratory 
data. 

Where the medical evidence initially submitted 
indicates a reasonable likelihood that the ap- 
plicant is disabled, but more precise clinical or 
laboratory findings are needed to arrive at a 
sound decision, or to resolve conflicts in the 
evidence, a consultative examination (usually at 
the specialist level) may be ordered to obtain 
additional information. Selection of consulting 
physicians and payment of fees are governed by 
State practices. 

Some doctors feel that they should be reim- 
bursed by the Government for the cost of pre- 
paring the medical reports on their patients, and 
it is, of course, quite within their prerogative to 
charge the patient a fee for that service. How- 
ever, under the law, the Social Security Admin- 
istration cannot pay that fee; that is the indi- 
vidual’s responsibility. 

Other doctors are perturbed when asked to 
complete medical reports for individuals whom 
they may not have seen for years. In these cases, 
however, the physician is not expected to de- 
scribe the present condition of the patient, but 
his medical condition as of the time he made his 
last examination. 


EVALUATION OF DISABILITY 


The central purpose of disability evaluation is 
to determine remaining mental and _ physical 
capacities. To determine: (1) what the claimant 
has left, and (2) what he can do with what he 
has left. 

A realistic evaluation of disability must be 
based on clinical and laboratory tests of the 
individual’s ability to meet the metabolic de- 
mands of activity, to reason, to perceive, and to 
perform certain basic activities such as sitting, 
standing, bending, and walking. When inca- 
pacity results from severe impairment of one or 
more such functions, it is essential to establish 
not only the fact that functional impairment 
exists, but also its extent. 

A brief discussion of disability from heart 
disease may serve to illustrate the kind of evi- 
dence needed to measure the patient’s remaining 
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functional capacity, after appropriate therapy. 
Most frequently, impairments of the circul:tory 
system produce loss of bodily function by reduc- 
tion of cardiac reserve, or interference with 
peripheral vascular circulation. As a resu!: the 
circulatory apparatus cannot meet effectively 
the metabolic demands placed upon it. The 
diagnosis of the condition usually reflects 
whether the impairment is caused by valvular 
disease, myocardial damage or vascular pathol- 
ogy. 

Cardiac size by X-ray or physical and &KG 
findings furnish objective proof of cardiac pathol- 
ogy. The amount of dyspnea or angina described 
in terms of the number of steps that can be 
mounted or distance in feet or blocks that the 
patient can walk is highly significant to evalua- 
tion of the degree of loss of function. The pres- 
ence or absence of cardiac edema and response to 
therapy are also indicative of severity of cardio- 
vascular impairments. The status of the pulse in 
the peripheral vessels may provide gross clinical 
evidence of impaired circulation of the extremi- 
ties. 

Impairments of the cardiovascular system may 
manifest themselves with dramatic suddenness; 
e.g., myocardial infarction, obstruction of vessels 
in peripheral or central nervous system circula- 
tion, lungs, and other visceral organs. The initial 
clinical manifestations are severe and the prog- 
nosis dubious. With survival from the acute 
stage, and appropriate therapy, substantial im- 
provement can be expected over a period of time. 
A realistic evaluation of remaining function 
should be made after the convalescent period. 
Hence, the clinical and laboratory findings after 
maximum improvement from treatment are par- 
ticularly valuable in making a determination of 
remaining cardiac, brain, or other function. 
(Note that a “waiting period,” is prescribed by 
law, i.e., the first monthly disability insurance 
benefit cannot be paid until the seventh month 
after the onset of the disability.) A description 
of the acute attack helps confirm the diaynosis 
and should therefore be included in the rej ort. 

Loss of function is evaluated on the ba-is of 
clinical and laboratory findings after maximum 
benefit from treatment. Clinical information con- 
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cerning nature and response to treatment fur- 
nishes information on stability of functional 
capacity; i.e., a history of periodic decompen- 
sated: heart disease, in spite of treatment, would 
indicate a comparatively severe condition. 

More complicated tests of vascular function 
may be required in certain cases; e.g., arteriog- 
raphy. The reporting physician should not be 
concerned because he may not have equipment 
to perform these tests. A carefully performed 
exercise tolerance test (if not medically contra- 
indicted) will almost always provide the clinical 
evidence needed to evaluate the degree of re- 
maining function. 


SUMMARY 


In developing evaluation guides for the use of 
State agencies and its own technical and pro- 
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fessional personnel, the Social Security Admin- 
istration has had the continuing cooperation of 
a Medical Advisory Committee composed of 
recognized specialists associated with medical 
and allied professions in various fields outside 
Government, such as general practice, research, 
medical education, industry and labor. 

The American Medical Association has taken 
steps to inform its members about the medical 
aspects of the disability program, especially the 
preparation of medical reports. On June 1, 1957, 
the Journal of the American Medical Association 
carried a comprehensive report on the adminis- 
tration and organization of the disability pro- 
visions. Regulations on the meaning of disability 
appeared in the September 28, 1957, issue. 

700 East Jefferson Street 
Charlottesville, Virginia 


REMINDER REGARDING RESOLUTIONS! 


Important Notice for Component Medical Societies and Individual Members of 
Medical and Chirurgical Faculty 


The House of Delegates of the Medical and Chirurgical Faculty approved the following recommendations 
concerning the procedure to govern the reports which are given at the Annual and Semiannual Meetings: 

1. All reports must be sent to the Faculty office. Those reports which contain recommendations or resolutions 
must be in the office eight (8) weeks prior to the Annual or Semiannual Meeting, whichever happens to be concerned. 

2. When the reports are received, those containing recommendations or resolutions will be sent to the Component 
Societies for consideration so that the Component Delegates may be instructed if desired. These reports will also 
be referred to Council for discussion at its meeting prior to Annual or Semiannual Meeting. 

3. Those reports which contain resolutions are to be referred to the Resolutions Committee for consideration. 

4. The Council will refer to the Resolutions Committee any recommendations which it feels should be formu- 
lated as resolutions. The Council will also transmit to the Resolutions Committee an opinion of the policy involved 


in the Resolution. 


5. Reports will be presented to the House of Delegates as usual, and it will be suggested as is normally done 
that reports not containing recommendations or resolutions be accepted as printed and distributed. 
6. Those reports containing recommendations or resolutions will be considered and acted upon individually by 


the House of Delegates. 
This policy will be followed in all future meetings. 


AS A RESULT OF THIS ACTION OF THE HOUSE OF DELEGATES, RESOLUTIONS FOR 
PRESENTATION TO THE APRIL, 1959 ANNUAL MEETING OF THE HOUSE OF DELEGATES, 
MUST BE IN THE HANDS OF THE SECRETARY, DR. WILLIAM CARL EBELING, AT THE 


FACULTY OFFICE, BY FEBRUARY 18, 1959. 


As adopted by the Council, the members of the Medical and Chirurgical Faculty are advised that the 


Resolutions Committee is anxious to hear expressions of opinions from members on any resolutions being 
presented to the House of Delegates at either the Semiannual or Annual Meetings, and that members in 
good standing who might wish to appear before this Committee to discuss a pending resolution may do so 
upon making a request to that effect to the Resolutions Committee. 
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TEACHING OF GERIATRICS IN THE SCHOOL OF 
MEDICINE, UNIVERSITY OF MARYLAND* 


HERMAN SEIDEL, M.D. 


According to Dr. Woodward, medicine, in- 
cluding the various phases of geriatric elements, 
is taught to the student body as early as the 
second year. This is accomplished by means of 
various group discussions arranged for the first 
and second year students, at which disease is 
studied from the point of view of general medi- 
cine, social problems and genetic considerations. 
In these studies the effect of disease is genetically 
traced through the various body organs, ob- 
serving their sensitivity to disease and their 
resistance to infection and wear and tear during 
the life span of the individual. These studies and 
discussions offer many opportunities to the stu- 
dent to gain real insight into the aging process. 

This all-inclusive method of teaching is ap- 
plied in the hospital wards, out-patient depart- 
ment, medical care department and chronic ill- 
ness hospitals during the subsequent years of the 
student’s study at the School of Medicine. In all 
the various clinics and departments the medical 
student is abundantly exposed to health prob- 
lems of the individual in his younger and more 
advanced years. 

The older patient predominates in the above 
clinics because of the steady increase of: the 
number of the aged in the community and be- 
cause the older person is subject to many ail- 
ments that accompany the advancing years, 
such as cardiovascular ailments, malignant dis- 
ease and hormone deficiencies. 

Here the medical student has numerous oppor- 
tunities to meet with the many variations of the 
above ailments, their final stages, as well as their 
beginnings. Thus the student learns the sequence 


* Dr. Herman Seidel, Chariman of the State and City Com- 
mittees on Geriatrics, discussed the problem of teaching 
geriatrics with Dr. Theodore E. Woodward, Professor and 
Head of the Department of Medicine, School of Medicine, 
University of Maryland. 


of the evolutionary stages of the degenerative 
disease and is able to trace them back to the 
etiologic causes, endogenous or exogenous, toxic 
or metabolic, hormone or psychological. The 
faculty endeavors to develop a positive approach 
by the medical student to the ailments that af- 
flict the older person. He is taught to treat the 
patient’s disease, not his years. 

To give the medical student a clear insight into 
the environmental factors involved in many of 
the prolonged ailments of the aged, the student 
is delegated to follow his patient into the home 
so he can study the environment in which the 
person lives and to what extent it may affect the 
patient’s home status and his ability to cope with 
his disabilities. 

Dr. Woodward feels that the Medical School of 
the University of Maryland is striving for and 
developing a quality of teaching that is all- 
embracing and provides the student with the 
basic knowledge, with the clinical experience, and 
acquaintance with the environment in which the 
patient lives. This gives the student a full picture 
of the human being in his care and his ailments. 

Medicine is regarded as one entity, not splin- 
tered into many specialties and sections. Dr. 
Woodward feels that over-specialization should 
be avoided and that the medical student should 
be taught to comprehend the broad range of 
medicine as an art and as a science. This means 
he does not feel that there should be established 
a separate department for the teaching of geri- 
atrics as a specialized subject. He believes that 
the School should continue to strive, as it does, 
to provide the student body with facilities to 
study all of medicine including the various 
phases as they are affected by the indivicual’s 
advancing years. But the study of these varia- 
tions does not call for relegation of the older 
patient into a special department. 


2. 
3. 
4. 
5. 
6. 
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RECOMMENDED BOOKS ON GERIATRICS 


. “The Care of the Aged” by Cowdry. Pub- 
lished by C. V. Mosby, 6th Edition. 


. “The Care of the Aged” by Thewlis. Pub- 
lished by C. V. Mosby. 


. “Diseases in Old Age” by Robert T. Mon- 
roc, Harvard. 


. “Geriatric Medicine” by J. Stieglitz. Pub- 
lished by C. V. Mosby, 3rd Edition. 


. “Psychological Aspects of Aging’’. Proceed- 
ings of a Conference on Planning Research, 
Bethesda, Maryland, April 24-27, 1955, 
John E. Anderson, Editor. Published by 
American Psychological Association, Inc., 
1333 Sixteenth Street, N.W., Washington, 
D.C. 


. “Mental Disorders in Later Life” Edited by 


Oscar J. Kaplan. Second Edition. Published 
by Stanford University Press, Stanford, 
California. 


. “The Medical Care of the Aged and Chron- 


ically Ill” by Freddy Homburger, M.D. 
Published by Little, Brown and Company, 
Boston and Toronto. 


. ‘“Aging-General Aspects” Ciba Foundation. 


Published by Little, Brown and Company, 
Boston, 1955. 


. “Modern Trends in Geriatrics” Edited by 


William Hobson. Published by Paul B. 
Hoeber, Inc., New York, 1957. 


. “The New Frontiers of Aging” Edited by 


Wilma Donahue and Clark Tibbitts. Pub- 
lished by The University of Michigan Press, 
Ann Arbor, 1957. 


LIBRARY BOOKS 
MAY NOW BE RETURNED WHEN BUILDING IS CLOSED 


Open slot to left of front door 


and slide books in one by one 
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Component Medical Societies 


ALLEGANY-GARRETT 
A ral G COUNTY MEDICAL 


[1 silsa SOCIETY 
LESLIE E. DAUGHERTY, M.D. 


Journal Representative 


Dr. Faw Heaps Hospirat STAFF 


At a recent meeting of the Staff of Memorial 
Hospital, in Cumberland, new officers elected to 
serve for the year-1959 are: 


President: Dr. Wylie M. Faw, Jr. 


Vice-president: Dr. Samuel M. Jacobson 


Sec’y-Treasurer: Dr. Frank T. Cawley 


Firty YEARS AGo 


Dr. John Frederick Charles Hadel was born in 
Hamburg, Germany in 1818 and died in Cumberland, 
October 14, 1885. His earlier life in Germany is 
mostly unknown, but he was a popular physician 
and gentleman. He had been a Baltimore City 
Health Officer. 

Dr. Hadel came to America in 1845. He was of 
striking appearance and had two young sons, six and 
eight years old at his death. The doctor had been a 
Brigadier General in the German army. He was one 
of the victims of a double murder, apparently for the 
purpose of obtaining money by robbery. 

The other victim was a man named Henry Graf. 
Mr. Graf also was a young German and a medical 
student in the office of Dr. Hadel, as was the custom 
in those days. 

It was believed that Dr. Hadel always carried on 
his person a considerable sum of money and, with a 
view to securing it, another German by the name of 
Frederic Miller, induced him to make a supposed 
call about four miles west from Cumberland on the 
Braddock Road. Miller shot Dr. Hadel in the back 
with a heavily loaded shotgun. The doctor died 
within a few minutes and the murderer stripped his 
body, hid his clothes under the floor of a schoolhouse 
nearby and then proceeded to cut the head from the 
body. He hid the head beneath some rocks and 
dragged the mutilated body into the woods and con- 
cealed it among the bushes. He then returned to the 


Dr. Wyte M. Faw, Jr. 


doctor’s office, evidently intending to rob it also. 
Finding Henry Graf, the young German medical 
student in the office, he induced Graf to accompany 
him to the scene of the crime late that afternoon. 
Near the scene of the first crime, he shot Henry Graf, 
dragged the body also into the bushes and covered 
it with stone. He then returned to the doctor’s office 
where he robbed it of jewelry, clothing, books, 
medicine etc. and removed all of these to his boarding 
house on North Mechanic Street. 

Four months later, the murderer was hanged; 
ironically by Dr. John Everett, who was then the 
Sheriff of Allegany County. When the murderer was 
caught, he was wearing the diamond shirt studs of 
Dr. Hadel. 


CUMBERLAND’sS First Mirirary Hosp:rats 


Early in 1862, the War Department est.iblished 
many hospitals in and around Cumberlanc for the 
reception of sick and wounded from points in the east 
and to the west. By February 1862, there |i.d been 
fifty-seven deaths, mostly soldiers from (hio and 
Indiana. Dr. Charles H. Ohr was then Mayor of 
Cumberland. The Second Maryland Regim:nt Vol- 
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unteer Infantry, under the name of the Potomac 
Home Brigade, had been organized the previous 
October. Dr. Samuel P. Smith was the surgeon, 
while Dr. Patrick A. Healey was the assistant sur- 
geon. Both were from Cumberland. 

Six months before, the Baltimore and Ohio Rail- 
road ancl the Chesapeake and Ohio Canal leading 
from the east to Cumberland had been destroyed 
by the Confederate army and Cumberland was iso- 
lated. Ihe railroad ceased operations for nearly 
a year. President Lincoln issued a call for three 
hundred thousand troops and Doctors Charles H. 
Ohr and Samuel P. Smith were members of a war 
mass meting which submitted a resolution declaring 
it to be the duty of the people to maintain the gov- 
ernment and requesting the County Commissioners 
to allocate fifty thousand dollars to be applied 
to the payment of bounties to volunteers. Thus, 
soldiers from the Cumberland area were paid to 
serve in the army. 

By the first of October, 1862, the hospitals which 
had been established at Clarysville six miles west of 
Cumberland, were transferred to Cumberland under 
the direction of Dr. George H. Oliver, regular Union 
Army Medical Director. The old Belvedere Hall, the 
old Presbyterian Church and the Old Mill on South 
Mechanic Street were among the buildings taken 
over for hospital purposes. 

On April 1, 1861, Dr. Charles H. Ohr had been 
appointed examining surgeon for those trying to en- 
list in the Union army. The State of Maryland had 
not yet made up its mind whether it was in favor of 
the Union, or in favor of the seceding Confederate 
States. 

Previously, a mounted guard of twenty-eight men 
representing the Cumberland Continentals had 
crossed the Potomac River and thirty miles south in 
West Virginia prepared to take a stand against a 
Confederate force which was approaching Cumber- 
land from the South. On encountering the Confed- 
erate force, the Cumberland command retreated over 
the mountains and reached Cumberland by way of 
the National Road. This was the initial conflict in the 
War between the States in this section. 

The Federal War Department ordered the evac- 
uation of Cumberland and all Union forces were to 
concentrate at New Creek thirty miles south of Cum- 
berland over the Potomac River. Thus, Cumberland 
was wholly unprotected. Later, Cumberland was to 
be attacked on the east and every man, woman and 
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child possible, armed with everything from broom- 
sticks to guns, took off to the east to meet the enemy 
which was approaching from Baltimore north of the 
Potomac River. 

In a few hours, the citizens of Cumberland took 
refuge in flight, but later returned to Cumberland. 
Shortly thereafter officers of the Confederacy rode 
into town to meet a deputation of citizens from Cum- 
berland to be told that it would surrender. It was 
the understanding that private property was to be 
respected and no depredations would be permitted. 
Thus, Cumberland fell to the Confederacy on the 
16th of May, 1863. The Mayor of Cumberland 
surrendered the city to the Confederacy, which 
caused many young men to join the cause of the 
South. Cumberland was cut off from communication 
in any direction. Shortly thereafter, Cumberland 
was occupied by Union troops and this nullified the 
surrender. 

By November 4, 1863, Dr. Charles H. Ohr had been 
elected State Senator. Dr. Ohr at that time was 
Mayor of Cumberland. At the end of July, 1864, 
Cumberland was again threatened by the Confed- 
erates and Mayor Ohr made a speech urging the 
immediate formation of companies of citizens to de- 
fend the town. Cumberland was again attacked from 
the east and at Folck’s Mill, three miles east of 
Cumberland, the Confederates and the defenders of 
Cumberland met arm to arm. The battle ended about 
dark and the Confederates moved toward the south, 
crossing the Potomac River at Greenspring, West 
Virginia. 

Next May, 1864, Dr. John J. Bruce was elected a 
member of the City Council. In the early summer of 
1865, Cumberland was designated as one of the 
places where United States troops would be mustered 
out of the service and three miles west of Cumber- 
land, on the National Road, a camp was established 
by the Fifth United States Cavalry. 

Ironically, Cumberland’s newspaper The Alle- 
ganian had early declared itself in favor of the Con- 
federacy. Union Grove, the site of the Camp in the 
Narrows just west of Cumberland, became a city 
overnight; with the grounds handsomely ornamented 
with arches, and bridges and lighted at night by 
means of large oil lamps. Throughout the war, Dr. 
Samuel P. Smith who owned the large hotel at the 
southeast corner of Mechanic and Baltimore Streets, 
leased it to the Federal Government for use as a hos- 
pital. 
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By the close of 1865, the last of the troops had 
departed from Cumberland and the military hos- 
pitals were abandoned. 


PERSONALS 


Dr. Richard Jones Williams, of Cumberland and 
Dr. William Oliver McLane of Frostburg, have been 
appointed Assistant Medical Examiners to Dr. Bene- 
dict Skitarelic, Deputy Medical Examiner of Alle- 
gany County. 

Miss Elizabeth Ann Murray, student nurse at 
Memorial Hospital, Cumberland and daughter of 
Dr. Francis Alan Murray, has returned from Ger- 
many asa member of the All-American Chorus which 
broadcast at Radio Free Europe studio, in Munich, 
Germany. 

Dr. and Mrs. S. G. Weisman, Cumberland, have 
just returned from a several weeks’ tour of the 
European continent. 

Dr. Ruth Peachey, formerly of Grantsville, heads 
a group which plans to build a medical clinic at Acci- 
dent to house two physicians, a dentist and a phar- 
macist. 

Doctors Hilda Jane Walters, Frostburg; Fuller B. 
Whitworth, Abraham J. Mirkin, Howard L. Tolson 
and Leslie E. Daugherty, of Cumberland, attended 
the Semi-Annual Meeting of the Medical and Chirur- 
gical Faculty held at Ocean City, on September 12th. 

Dr. Ralph W. Ballin, has been appointed to mem- 
bership on the Cumberland Board of Health. 

Announcement was made that Dr. William W. 
Lesh, of Pennsylvania, will be associated with Dr. 
Paul R. Wilson at Piedmont, W. Va., which is just 
across the river from Westernport, Maryland. © 

Dr. Leland B. Ransom, Cumberland, is instructor 
of a class in short wave radio communication at the 
Civil Defense Center. 

Dr. Calvin Hadidian, doubling in the annual Alle- 
gany County Tennis Tournament, was declared co- 
champion. Dr. Hadidian and Mrs. Elly VanStrien 
won the mixed doubles crown. Mrs. VanStrien, is the 
wife of Dr. Ton VanStrien, City and County Health 
Officer. 

Dr. James G. Stegmaier, Cumberland, has re- 
turned from a “Moose Hunt” in the province of 
Ontario, Canada. 

At a recent meeting of the Academy of Psychoso- 
matic Medicine in New York, Dr. Irving Baumgart- 
ner, of Oakland took part in a panel discussion titled 
“Goals of the Family Physician”. 
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Dr. Charles Conrad Zimmermann has closed his 
office and temporarily retired from practice in Cum. 
berland. Dr. Zimmermann intends to spend « great 
deal of time at his cottage on Deep Creek Like, in 
Garrett County. 

*x* * * 
The beginning of all things is small 
— Cicero 


ANNE ARUNDEL COUNTY 
MEDICAL SOCIETY 


PHILIP BRISCOE, M.D. 
Journal Representative 


The Anne Arundel County Medical Society helda 
dinner’ meeting June 18, 1958, at Carvel Hall in 
Annapolis. Dr. Jack Handelsman, associate professor 
of surgery at the Johns Hopkins Medical School gave 
an informative talk on intestinal obstruction. 

New members elected to the society included: Dr. 
James I. Hudson, Jr. who will practice pediatrics in 
Edgewater; Dr. Wilber A. Hammon, Jr. and Dr. 
Hildegard A. Reissman, both attached to the 
Crownsville State Hospital; and Dr. Febus Grunberg 
who will practice in Odenton. 

The third dinner meeting of the year was held at 
Carvel Hall on Sept. 19, 1958. On this occasion Dr. 
Harold Stevens, Professor of Neurology at the 
George Washington School of Medicine, discussed 
unusual types of epilepsy as seen in practice. This 
meeting was well attended and included as guests, 
eleven medical officers from the Severn River Naval 
Command. 


BALTIMORE CITY MEDICAL 
SOCIETY 


CONRAD ACTON, M.D. 
Journal Representative 


On Tuesday, September 16, the Excutive board of 
the Baltimore City Medical Society met to begin the 
current program year. First on the agenda was 4 
letter concerning the possibility that the Baltimore 
City Hospitals might be building a private patient 
pavilion. This was felt to be unusual, at least, in re- 
gard to the purposes and best function of the City 
Hospitals. After careful discussion, President Firor 
appointed Dr. John T. King, Jr., chairman of 4 
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committee to investigate the rumor. Drs. Otto 
Brantigan, J. Holmes Boyd, Walter Graham, and 
Donald Hebb were designated to serve on the com- 
mittee with him. The encroachments of endowed in- 
stitutions on the private practice of medicine have 
been viewed with alarm by the City Society for many 
years. That a tax-supported institution should en- 
large to practice private medicine in competition 
with tax-payers who support it seems to be going too 
far, no matter how much the paid, “full time” staff 
may want to have a private practice, as well as a 
salary. 

A letter from Dr. Peter Safar requested that the 
Committee on Principles and Techniques for Resus- 
citation be made a permanent committee of the 
Baltimore City Medical Society. The feeling of the 
Executive Board was that this Committee had done 
a good job, but that the Constitution limited the 
number of permanent standing committees. It was 
felt that an amendment to the Constitution would 
be required. It was unanimoulsy agreed that the 
Committee on Principles and Techniques of Resus- 
citation should be considered a special committee 
that should continue indefinitely until its job had 
been completed by giving demonstrations and train- 
ing to those who applied, such as Red Cross instruc- 
tors, ambulance attendants, and accident room 
physicians. 

A City Society-sponsored bill collection service has 
been under discussion in the Executive Board for 
some months. The number of grievances that come 
to the attention of the Board has prompted the in- 
quiry. The Board feels that unscrupulous methods 
used by many commercial collection services are not 
in the best interests of medical practice. The public 
relations effect of ethical collections cannot be over- 
estimated, according to Dr. Kimberly, treasurer. 
Other medical organizations, county and city, have 
found it to their advantage, and a valuable adjunct, 
to have a central collection agency that can be con- 
trolled in an ethical manner. To start such a collec- 
tion service, an institution with a relatively large 
amount of delinquent accounts would be needed. 
Inquiries have been made at various hospitals. One 
or two of these hospitals when approached seemed 
quite willing to go along and turn their accounts over 
to such an agency for collection. If sufficient support 
is elicited, a collection service, under the auspices of 
the City Medical Society, probably will be initiated. 

The idea that the Baltimore City Medical Society 
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should put out its own Monthly Bulletin was put 
forward by John Sargeant, executive secretary of the 
State Medical Society. A question was raised im- 
mediately as to whether it would conflict with the 
Maryland State Medical Journal. There seemed to be 
some question as to whether we would need to add 
to our paid secretarial staff to start such a bulletin. 
It was indicated that some revenue from advertising 
could be expected, which might in time more than 
pay for such a bulletin. The chief reason for wanting 
such a bulletin for the City Society’s very own would 
be to get announcements out promptly to the mem- 
bers, with a list of all meetings. It has been felt that 
three months’ delay between deadline and mailing 
makes the State Journal out of date before it is pub- 
lished. The problem was referred to the Committee 
on Public Medical Education, Dr. Hanford Hopkins, 
Chairman. 

A physician wrote to inquire whether it is ethical 
to insert an announcement in a local community 
newspaper regarding the opening of an office for the 
practice of medicine. He pointed out that in some 
communities this is a customary practice. In other 
communities it is considered solicitation and is 
frowned upon. The State law is very strict as to the 
amount of “advertising” a physician may do. Even 
the dimensions of his shingle are prescribed. It was 
felt that the physician should conform to the local 
customs. A factual statement that his office had been 
opened was not considered out of bounds, but any- 
thing that seemed to suggest solicitation was beyond 
the pale. 

The Board then discussed the best ways to com- 
municate its activities to the membership through 
the Section chairmen. It was decided to invite the 
Chairmen of Sections to attend the October meeting 
of the Executive Board. The question of having them 
attend them regularly, or be members, seemed to be 
another matter. The Board feels that the Chairmen 
of the Sections are not elected by the whole Society 
and should not act for the whole Society. Too many 
present would be unwieldy, and the delicate matter 
of grievances must be handled in the strictest of 
privacy, members of the Board being pledged not 
to reveal the nature of grievances in any way, even 
to their own wives. The mailing of the agenda of the 
Executive Board meetings to the general member- 
ship and/or the officers of the Sections was consid- 
ered, so that people who wished to be present could 
come for matters of interest. 
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Dr. Kimberly, treasurer, reminded the Executive 
Board that the coming Woman’s Auxiliary “Red 
Slipper Ball” was to raise funds for its charitable 
purposes, and would this year replace the December 
meeting which they usually have with the doctors. 
The Board enthusiastically endorsed the idea and 
promised to support it. 

* * * 

On Friday, October 3, the Baltimore City Medi- 
cal Society inaugurated its 1958-59 winter season 
with a most interesting program, sponsored jointly 
by the Radiological and Orthopedic Sections, of 
which Dr. Nathan B. Hyman and Dr. Edmond J. 
McDonald are respective chairmen. 

Prior to the scientific section, 51 active and 95 
associate members were elected. An insurance plan 
was presented. The low rates and conservative atti- 
tude of the insurance company were emphasized. 

Dr. McDonald, Chairman of the Orthopedic Sec- 
tion, introduced Dr. Lent C. Johnson, Jr., Director 
of Orthopedic Pathology of the Armed Forces In- 
stitute of Pathology, who spoke on “A General 
Theory of Cancer”. Dr. Johnson’s style was rapid 
and his presentation was most vigorous. He pre- 
sented from a biologist’s point of view an attempt to 
correlate all the known factors involved in neoplasia 
into an integrated, understandable methodology. He 
began with Virchow’s cellular pathology which is 
observing its one hundredth anniversary this year. 
He declared that malignancy must be considered in 
the light of the three levels on which it operates: the 
cellular, the field, and the constitutional. He declared 
that the cell is a biologic energy-conversion unit, 
comparable to the quantum in physics. He felt that 
cancer must be considered a variant of normal living 
processes. He stated that we would all develop car- 
cinoma if we live long enough. 

He spoke briefly on the three general types of 
theory of etiology: “celestial”, involves metabolic 
rests and genes; the ‘“‘mundane’’, which considers 
tars and steroids, fumes and rays, and gremlins; and 
the “infernal”, which tended to ascribe malignancy 
to evil living, viruses, and DNA. 

With an interesting array of sketches, diagrams, 
and charts he tried to show how there was some 
truth to each of these ideas; that repair processes 
when disturbed changed into hyperplasia, and hyper- 
plasia in turn, when it got out of hand, gave rise to 
neoplasia. He documented most of his observations 
by references to research pertinent to his theory, and 
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claimed a parallel was to be found in thermodynam- 
ics where “open, steady state” systems are recog- 
nized to be a function of balance rather than equi- 
librium. 


DORCHESTER COUNTY 
MEDICAL SOCIETY 


ALFRED R. MARYANOV, M.D. 
Journal Representative 


Dr. Clarence Tinsman was welcomed back to our 
Society. He has returned to his former position as 
Dorchester County Health Officer after an absence 
of several months. 

Dr. Witold Winiarz and Dr. Elizabeth Winiarz, 
having moved to Annapolis, resigned from our 
County Society. Since Dr. Elizabeth Winiarz was 
vice president of the Dorchester County Medical 
Society, Dr. Eugene Traub was elected to that posi- 
tion at the meeting held on October 15, 1958. 

The meeting of September 17 was held at the home 
of Dr. and Mrs. Frederick A. Miller. During the 
summer months there were two special meetings 
held because of special problems in our community. 
The minutes of these meetings were read and ap- 
proved. Our delegate to the semi-annual meeting of 
the State Society at Ocean City gave his report. The 
Society was in agreement with all issues that were 
voted on by our delegate. 

Two years ago the Dorchester County Medical 
Society raised the question as to whether or not a 
patient had free choice of physician in compensation 
cases. To answer this question the Medical and 
Chirurgical Faculty appointed a committee to meet 
with our representatives and discuss our letter about 
changes in the compensation law. Dr. Eugene Traub, 
who had been appointed our representative, gave the 
following report: 

Present: Judge Lester H. Crowther, Workmen's 
Compensation Commission, Dr. C. Reid Edwards, 
Dr. Howard B. McElwain, Dr. Eugene F. Traub 
and Dr. Nathan E. Needle, Chairman. 

Dr. Traub reported that the following motion 
was passed: 

(1) “That it was the consensus of the committee 
that the patient was to have free choice of physician. 
However, this was not to be advertised; and Judge 
Crowther pointed out that it would not be binding 
to anyone, and 
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(2) ‘The committee agreed to get a final ruling 
from the Attorney General inasmuch as the last 
ruling was obtained in 1929.” 


FREDERICK COUNTY 
MEDICAL SOCIETY 


LOUIS R. SCHOOLMAN, M.D. 
Journal Representative 


Society NEws 


The regular monthly meeting of the Society was 
held September 16, at the Peter Pan Inn, Urbana. 
The usual tender steak and succulents were served 
with gusto and eaten with relish. The guest speaker 
was Dr. Sol Katz of Washington, who, as expected, 
gave his usual clear and encyclopedic talk on “Pul- 
monary Histoplasmosis”. 

Dr. Hamilton Slusher, after an illness of many 
months, has announced his retirement. Dr. Slusher 
had been in active general practice here for nearly 
forty years. We hope he is now enjoying a leisurely 
life at his farm in Virginia. 


HARFORD COUNTY MEDICAL 
SOCIETY 


FREDERICK J. HATEM, M.D. 
Journal Representative 


The Harford County Medical Society met on 
September 24, 1958 at the Bayou Restaurant in 
Havre de Grace. 

Col. Bonsignore, Commanding Officer of the Sta- 
tion Hospital, Aberdeen Proving Ground and Mr. 
Rittler, Chief of the Medicare section of the Mary- 
land Medical Service, Inc. were present and gave us 
a resume of the recent changes in Medicare and how 
they affect physicians practicing in Harford County. 
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Doctors William M. Leen and Frank Hauber were 
accepted as new members of the County Medical 
Society. Dr. Leen is residing in Havre de Grace and 
is associated with Dr. Charles Marek in the practice 
of obstetrics and gynecology. Dr. Hauber, also re- 
siding in Havre de Grace, is associated with Doctors 
Ross Pierpont and William Brendle in the practice 
of general surgery. 

The speaker of the evening was Dr. Leo Barte- 
meir, Medical Director of the Seton Institute. Dr. 
Bartemeir gave a most interesting talk on Psychi- 
atry in General Practice. Dr. Bartemeir stressed the 
importance of the patient-physician relationship 
which is so important in early psychiatric care and 
which is unequaled outside of general practice. 

Work at the Harford Memorial Hospital has been 
completed. The new pediatric section and the addi- 
tion to the maternity section are in use and are most 
welcome additions. Unfortunately, the additional 
medical-surgical beds provided have not yet been 
available because of the nursing shortage. It is hoped 
that a recent pay raise provided by our Board of 
Directors will enable us to increase our nursing staff 
and fully utilize our facilities. 


TALBOT COUNTY MEDICAL 
SOCIETY 


JOHN N. ROBINSON, 
Journal Representative 


M.D. 


A special meeting was held on September 7, 1958. 
Dr. Robert W. Trever was accepted as a transfer 
from the Baltimore City Medical Society. Dr. Edwin 
R. Ruzicka was elected to membership. Progress has 
been made in setting up our new emergency tele- 
phone service. 

Deaths: September, 1958—Dr. Roscoe L. Perkins, 
Royal Oak, Maryland. 


NEW PATIENT EDUCATION BOOKLET—“‘STROKES” 


pointers to help the patient and family cooperate with the physician. 


AVAILABLE FREE FROM THE HEART ASSOCIATION SERVING YOUR AREA. 


NEW PATIENT EDUCATION BOOKLET “STROKES” prepared for those who live 


with or care for the stroke patient at home describes the nature of strokes and gives 
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Obituaries 


Joseph Friedman, M.D. 
1906-1958 


Dr. Joseph Friedman died October 4 at the age of 
52 after many months of illness. He practiced general 
medicine in Baltimore. He had been on the Com- 
mission for the Aged and an examiner for the State 
Industrial Accident Commission. He was a member 
of the Baltimore City Medical Society and Phi 
Lambda Kappa medical fraternity. 

Dr. Friedman attended New York University and 
the University of Maryland Medical School. He in- 
terned at Sinai Hospital in Baltimore and then 
practiced in Westernport in Allegany County. From 
1941 to 1947 he served in the Army Medical Corps, 
following which he established a practice in Balti- 
more. 

Dr. Friedman is survived by his wife and two 
children, one brother and two sisters. 


Eduard Novak, ALB. 
1890-1958 


Dr. Eduard Novak, one of a well-known family of 
Baltimore doctors, died October 6. He was 68. A 
graduate of Johns Hopkins University School of 
Medicine, he practiced general medicine in the Med- 
ical Arts Building. 


One of seven brothers, Dr. Novak was the sixth 
to pass away within the past three years. Three of 
his brothers, Emil, August and Frank, were also 
doctors. Surviving him are one brother, Charles J. 
Novak, a Baltimore attorney, and a sister, Miss 
Marie Novak. Dr. Novak was a widower and had no 
children. 

In-his youth Dr. Novak was an outstanding ath- 
lete. In 1912 he and his brother August were sent to 
Prague to represent the United States in gymnastic 
ganies. They were directors of gymnastics in the 
Public Athletic League and won numerous trophies 
in local competition. . 


James E€. H. Spence, M.D. 


Dr. James E. H. Spence, resident surgeon for the 
Western Maryland Railway in Hagerstown, died 
suddenly on September 27. He had held the post of 
resident surgeon for the past 15 years. 

Born and raised in Orangeville, Ontario, Canada, 
Dr. Spence received his degree from the University 
of Toronto, Toronto, Canada. He is survived by his 
wife Mrs. Clara Spence of Hagerstown and brothers 
John and David Spence, both of Orangeville, On- 
tario, Canada. 

Funeral services and interment took place in 
Toronto, Canada. 


Nothing in life is more wonderful than faith—the one great moving 
force which we can neither weigh in the balance nor test*in the crucible. 


SIR WILLIAM OSLER 
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SOCIETY OF 7 PATHOLOGISTS 


Sinai Hospital, Baltimore 5, Md. 


EXFOLIATIVE CYTOPATHOLOGY CONSULTATION 


One of the most satisfying professional experiences for the physician is the discovery of 
an unsuspected, yet curable, disease in an apparently healthy patient. Perhaps no single 
advancement in medicine has brought this more sharply into focus than exfoliative cytology 
with its detection of asymptomatic cancers. * 


The high detection rate that can be attained for small early cancers of the stomach (80 
per cent), cancer of the lung (90 per cent), early cancer of the endometrium (80 per cent) 
and cervix uteri (97-100 %) establishes exfoliative cytology as a dependable and valuable 
diagnostic adjunctive procedure. The greatest return for time and effort expended is in 
the detection of cancer of the endometrium and cervix. 


Four to five of every one thousand women in the general population are harboring cancer 
of the cervix. Applied to our State, this rate indicates that three thousand Maryland 
women have asymptomatic, largely curable, cancer of the cervix. 


The former lack of adequate cytologic facilities is fast disappearing. Private consulta- 
tive facilities are presently available in most of our hospitals and laboratories throughout 
the State and in our two medical schools. They are continually expanding to keep ahead 
of demand. The State Department of Health is also capable of handling all medically 
indigent patients not under private care. It still remains the privileged obligation of private 
medicine, however, to accept many of these patients within its practice. 


While all should have benefit of periodic detection procedures, a dangerous situation is 
developing and a word of caution is needed. As with every diagnostic procedure, exfoliative 
cytology is fallible and subject to false negatives. Cytologic consultation should be only a 
part of a physical examination performed by the patient’s personal physician. The physi- 
cian should thus be cautious of “do-it-yourself kits,”” whereby his secretary or nurse or 
even the patient can take a smear without a pelvic examination. Not only are these mass 
procedures unsatisfactory technically, but such “mail order” medicine focuses upon only 
one part of the patient-as-a-whole. 


It thus seems that the best protection presently available for the patient’s health, is: 
(1) a well prepared specimen obtained by the patient’s personal physician, during a 
thorough physical examination, and (2) examination of this specimen by a competent 
pathologist able to correlate tissue and cytologic findings and who can consult with the 
clinician when problem cases arise. This type of consultation avoids misunderstanding 
over findings or inadequate reports which lead to professional dissatisfaction and harm 
to the patient. 
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Heart Page 


A SERVICE OF 


ARTERIOSCLEROSIS 


ROBERT T. SINGLETON, M.D. 


From birth to old age, a twofold process effects 
the walls of arteries leading to arteriosclerosis or 
“hardening of the arteries”. By the age of sixty there 
isa thirtyfold increase in the thickness of the intima, 
and reduplication of the elastic layer completes the 
basic pathology. Further degenerative changes of the 
tissue layers leads to diseased states seen predomi- 
nately in older individuals. 

It is known that many factors may modify these 
processes such as diet, emotional tone, trauma, 
hypertension, heredity, and environmental factors. 
Of these modulating variables, diet has received 
much of the current emphasis. There are many rea- 
sons for this. One is the increased incidence of athero- 
sclerosis observed in groups with a high fat intake. 
Another is the discovery many years ago that athero- 
sclerosis can be produced in the laboratory animal 
by feeding certain diets. The increased incidence of 
atherosclerosis associated with obesity as well as in 
those patients who have abnormal lipid metabolism 
invites further dietary investigation. From a prac- 
tical standpoint, diet is one of the more tangible 
variables mentioned above and lends itself readily to 
more rigid laboratory control. Also to be noted is the 
profit derived from dietary fads that undoubtedly 
stimulates research by many drug concerns. 

Of particular interest with respect to diets is the 
lipid content, both in amount and type. The serum 
cholesterol level has proved to be a valuable index of 
dietary intake of lipids as well as signaling abnormal- 
ities in fat metabolism. Most diets employed in the 
clinical research of atherosclerosis are aimed at 
lowering blood serum cholesterol. Although there 
have been many conflicting reports regarding the 
eflicacy of these diets, it might be worth while to 
mention some of the more obvious evidence accumu- 
lated. 

The total fat intake, the type of fat (i.e. animal, 
vegetable or marine), the relative saturation of the 
fat and the intervals between feeding are all impor- 


Gordon Walker, M.D. —- 
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tant factors to be considered. Obesity usually is the 
result of excessive caloric intake. Since fat contains 
over twice as many calories as other food, weight for 
weight, it seems reasonable that fat intake should be 
restricted to prevent or treat obesity. In general, 
the unsaturated vegetable or marine fats tend to 
lower the serum cholesterol whereas the hydrogen- 
ated vegetable or saturated fatty acids tend to ele- 
vate the serum cholesterol level. The degree of 
saturation probably influences the esterification and 
ultimate metabolism of cholesterol itself. Also to be 
considered are the carbohydrate and protein intake 
since they also affect the anabolism and catabolism 
of cholesterol to a lesser degree. 

With regard to current recommendations, Page 
and his co-workers (1) recently pointed out that the 
alterations of dietary patterns of a large population 
may be dangerous in light of our present restricted 
knowledge of nutrition. Common sense should dic- 
tate that, to be ideal, a diet should be balanced and 
varied and should contain the total calories suited to 
individual needs. Fats should be restricted to include 
only 25-30 per cent of the total calories instead of the 
usual 40-45 per cent. Obviously, already diseased 
patients and those who have a strong family history 
of early death from cardiovascular disease require 
much more rigid and tailored restrictions to fit their 
individual cases. The general use of supplemental 
unsaturated fatty acids certainly does not appear 
warranted from the evidence available to date. 

Although diet has been stressed as a factor in 
atherosclerosis, it should be pointed out that existing 
evidence does not permit a rigid stand on the rela- 
tionship between dietary intake and “hardening of 
the arteries”. Continued basic and clinical research 
presently undertaken holds the key to the future 
importance of fat and the diet in the production of 
atherosclerosis and other degenerative forms of arte- 
riosclerosis. 

1527 Langford Road 
Baltimore 7, Md. 
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Blue Cross - Blue Shield 


BLUE CROSS-BLUE SHIELD 
AND THE AGED 
DENWOOD N. KELLY* 

The fact that Americans today live longer is com- 
mon knowledge. Demographers tell us that about 
one in every twelve persons of our population is 65 
years of age or over and that this ratio will change 
within the next fifty years to one in eight. Of those 
over 65, about two-thirds are between 65 and 75 
years old with most of the remaining one-third being 
between 75 and 80. 

By and large, these people in the over-sixty-five 
category do not have incomes adequate to enable 
them to completely finance their medical care. A 
national survey made about three years ago indi- 
cated that only one out of every three aged persons 
had annual incomes of their own equal to or in excess 
of $1,000. And it is precisely in this age group that 
there is the greatest need for medical care. Here in 
Maryland, for example, Blue Cross members over 65 
have a hospital admission rate about 40 per cent 
higher than that for all members, regardless of age. 
Not only do they receive this hospital care more 
frequently, but their average stay per admission is 
42 per cent longer and their average cost per case 
some 60 per cent higher than that enjoyed by the 
total membership. Thus, the dilemma of the aged can 
be very succinctly stated: “relatively low income 
versus an increasing need for care.” 

There is no easy solution to this total problem, but 
much has been done in recent years to alleviate it in 
part. Many of the people already in the over-sixty- 
five age group and a large percentage of those about 
to enter this group now have health insurance by 
virtue of their employment or as a result of their own 
providence. It is the universal practice of Blue Cross 
and Blue Shield Plans to not only permit, but to 
encourage, these people to continue membership 
after their retirement and after they reach the age of 
65. In addition a majority of the Blue Plans will per- 
mit group enrollment of people who have already 
reached 65 as long as an acceptable percentage of all 
employees is enrolled. Blue Cross and Blue Shield 
have always recognized the problem of the health 
care of the aged and, for that reason, have encour- 
aged in every way possible the retention of member- 
ship by older citizens. 


* Assistant Director, Maryland Medical Service, Inc. 
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Here in Maryland, Blue Cross-Blue Shield mem. 
bers who are enrolled on a non-group or direct-pay 
basis retain the same level of coverage they have 
always enjoyed, regardless of their attained age, and 
at the same rate paid by all other members of the 
community enrolled in the same class of membership, 
If the older person has standard group membership 
through his place of employment and retires, he may 
retain the same level of coverage, at the slightly 
higher rate for the direct-pay membership. In its 
recent ruling on the Blue Cross request for increased 
rates, the State Insurance Commission further pro- 
tected the interest of the older member by shifting 
some of the premium cost from the direct-pay to the 
group rate where the membership is largely among 


carries some of the load for the older citizen against 
the day when he will likewise qualify for such an 
advantage. Blue Cross-Blue Shield go one step fur- 
ther to benefit the retired employee. If his employer 
has a retirement program which will permit the 
deduction and payment of Blue Cross-Blue Shield 
rates from the retiree’s pension, the lower group rates 
are willingly made available. The only requirement 
is that the employer make himself responsible for the 
collection and payment of the monthly charge. Here 
the retiree not only receives a lower rate, but also 
has his premiums paid in the manner which works 
the least financial hardship on him. 

As time goes on and as retirement programs in- 
crease in number and scope, more and more of our 
senior citizens will find that they have good protec- 
tion against medical expenses during their declining 
years. However, there are at present a substantial 
number of people who have reached 65 and who have 
no protection whatsoever. These people constitute 4 
real problem as most of them are not now able to 
purchase acceptable coverage even if they can afford 
it. In all probability, this situation will be improved 
before too long as Blue Cross and Blue Shield nz 
tionally are currently engaged in extensive research 
leading toward the provision of coverage for the 
aged who can purchase it. 

Leaders of Blue Cross Plans and of the insurance 
industry have already met for the purpose of devel 
oping means for financing the major health needs 0 
the retired aged within the voluntary framework. 


(Continued on page 722) 
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Health Departments 


PROPOSED PLAN FOR THE CON- 
STRUCTION OF PUBLIC AND NON- 
PROFIT NURSING HOMES 


STATE DEPARTMENT OF HEALTH 1959 
LEGISLATIVE PROGRAM 


HERBERT G. FRITZ* 


Nursing homes, the newest category of medical 
facilities, because of their impact on the various 
medical programs, are being given highest priority 
in the State Department of Health Legislative Pro- 
gram for 1959. The proposal which the Department 
will present to the Legislature would make available 
$1,500,000 of State funds to supplement Federal 
funds already available and local funds to be pro- 
vided for the construction of public and non-profit 
nursing homes. The objective is to provide 500 addi- 
tional nursing home beds during the next five years. 
It is intended that the combined State and Federal 
funds cover two-thirds of the cost of building and 
equipping these nursing homes. The figure of 500 
beds is calculated on the current population of the 
State at a ratio of one and one-half beds per thou- 
sand population and takes into account beds in 
all nursing homes now in operation. 

General and chronic disease hospitals are in the 
incongruous situation of holding on their waiting 
list patients who need hospital level of care while 
some patients occupying their beds need only nursing 
home level of care. Patients occupying the beds after 
medical discharge do not have homes to which to 
return or their needs are beyond the capacity of their 
homes. They are candidates for nursing home beds. 
Hospitals and other agencies seeking places for 
patients report that weeks, and frequently months, 
elapse before an available nursing home bed can be 
found. Even though there are beds vacant in pro- 
prietary nursing homes, these beds are not available 
to patients in the low-income brackets or welfare 
clients. 

In the case of the general hospitals, a bed cost- 
ing $25,000 to $30,000 to provide and $25.00 to 
$33.00 per day to service is occupied by a patient 
whose needs could be met in a $5,000 nursing home 
bed at a cost of from $5.00 to $8.00 per day. Patients 


*Chief, Division of Hospital Services, Maryland State 
Department of Health. 


715 


with financial means sufficient to pay the price asked 
by the commercial nursing home operator have no 
problem. Operators of commercial nursing homes 
state they have from four to five hundred beds va- 
cant at all times, but these beds are available almost 
exclusively to patients who are able to pay the rates 
charged. They would accept welfare clients into these 
vacant beds if the State would raise its grants suf- 
ficiently. Raising of welfare grants would help this 
indigent group but it would not solve the problem of 
the self-supporting pensioners and low-income groups. 

The plan proposed by the State Department of 
Health is intended to resolve this situation. An or- 
ganization which would be eligible for State and 
Federal construction funds would have as its primary 
objective, fulfilling the community need. It would 
not look upon this program as a commercial venture 
with a profit motive. Ability to pay the cost would 
not be the primary consideration in acceptance of 
patients. 

Applications for construction funds would be given 
priority according to the degree of local need. Those 
from areas with the least number of beds in propor- 
tion to population would be given first consideration. 
The type of sponsorship would make it possible to 
admit patients with low incomes and those with 
difficult medical problems, such as obesity, inconti- 
nence, or advanced cancer. the types of patients the 
proprietary nursing home operators do not welcome. 
The program, therefore, is not intended to replace 
the existing nursing homes but to be complementary 
to them. 

The law which authorized the State Chronic Dis- 
ease Hospital Program fixes the number of hospitals 
at three but does not limit the bed capacity. When 
new construction underway and remodeling of old 
buildings is completed at Montebello Hospital, the 
total capacity for the three hospitals will be approx- 
imately 1,100 beds. 

If the patients in the three state-owned chronic 
disease hospitals can be limited to those needing 
hospital level of care, the 1,100 beds should be suffi- 
cient for the foreseeable future. However, if waiting 
lists continue after these hospitals are staffed and 
operating at capacity, public pressures will develop 
to add to the number of beds either by building addi- 
tions to the three existing hospitals or by the con- 
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struction of additional hospitals. If the cause of the 
waiting lists is occupancy of beds by patients who 
are medically discharged and whose needs could be 
met at the nursing home level, then the solution lies 
in providing more nursing homes. 

The state’s Plan favors nursing home construction 
as an alternative to expansion of the chronic disease 
hospital capacity. Its advantages are financial, 
social and political. It is obvious that to keep patients 
in general or chronic disease hospitals when their 
needs could be met in nursing homes is ineffective 
use of facilities representing large capital invest- 
ments and wasteful of costly services. 

Underlying and seriously affecting the problems 
of the aged is the concern or lack of concern of the 
family. If the only facility available is a bed in a 
chronic disease hospital at some distance, the spouse 
or other relative who is concerned, objects to the 
separation. As a result, care may be refused to the 
detriment of the patient and the serious handicap- 
ping of the household. On the other hand, relatives 
who are indifferent and who look upon the aged 
person as a burden, are glad to send him a great 
distance to get him “out of sight and out of mind”. 

The chronic disease hospitals must be few in 
number and located at central points because they 
must employ costly and scarce staff members with 
special skills. When distance is weighed against 
special services, services is the controlling factor. 
However, when the patients’ medical needs are re- 
duced to the point where they can be adequately 
met by nursing and personal care, the weight is on 
the side of locating the facility near the patients’ 
home and family. 

It is quite apparent that there is a problem and a 
solution. This leaves for answer the question of the 
source from which the solution should be provided 
and the continuing responsibility for administration. 
Should the state or local groups be responsible? 

It is customary for the state to provide only those 
services which are known to be needed but which 
are beyond the financial ability of the individuals 
or the local communities to provide for themselves. 
Chronic disease hospitals functioning at a rehabilita- 
tion hospital level of care cannot be duplicated in 
every political subdivision. It is therefore quite ap- 
propriate that the State provide these services and 
facilities. Nursing homes, preferably small homelike 
facilities which render nursing and personal services 
under medical supervision, can and should be estab- 
lished at the community level. 


Health Departments 
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Communities faced this problem in earlier years 
only to the extent of providing almshouses which 
operated at such a low standard of care that the aged 
and mentally defective went or were taken “over 
the hill” only as a last hopeless resort. In recent 
years, through the success of medical science in ex- 
tending the span of life, the aged segment of the 
population has increased at a greater rate than any 
other group. Concurrently it has been found that 
with proper rehabilitation services many persons 
who formerly were considered totally and per- 
manently disabled can be rehabilitated to a degree 
of self help which permits them to return to their 
community and to normal family life. 

The modern small home or apartment-type of 
dwelling is usually unsuitable to house three genera- 
tions. The older generation if afflicted only with 
infirmities of old age is left to find lodging in foster 
homes, boarding homes or other domiciliary facilities. 
Those with physical and medical problems requiring 
nursing and personal services must look for space in 
nursing homes.- 

The placing of welfare grants on a cash basis and 
the broad coverage of social security payments as 
well as pensions has placed a limited amount of cash 
in the hands of most older people. With the advent 
of cash payments, entrepreneurs, seeing a profit po- 
tential, rented large old homes, employed nurses and 
other staff and offered their services as proprietary 
nursing homes. Many have done quite well finan- 
cially while rendering a satisfactory level of care. 
This is particularly true in those homes which accept 
only patients with sufficient resources to pay their 
own way. 

Pensions and welfare grants usually are not sufli- 
cient resource out of which to pay the cost of nursing 
home care. Operators of proprietary nursing homes 
say “raise the amount of welfare grants”. The State 
Department of Health and the State Department of 
Public Welfare, cognizant of the rising labor and 
food costs and costs in general, are making a joint 
study of this problem. An adjustment of welfare 
grants alone will not solve the problem. It is doubt- 
ful whether the adjusted rates would be equal to 
what the nursing home operators consider adequate. 
It is therefore doubtful whether commercial nursing 
home operators will accept difficult cases even with 
an increase in the welfare grants. An adjustment 
in welfare grants would not affect fixed pensions 0 

the income of children who hold jobs with moderate 
incomes out of which they try to maintain theit 
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families and also make payments for their parents’ 
care in nursing homes. The problem will be only 
partially met by the commercial nursing home, even 
with higher welfare grants, leaving the low-income 
group, the pensioners and certain of the welfare 
group without a satisfactory solution. 

Operators of commercial nursing homes established : 
as private enterprise with a profit motive have exer- 
cised the prerogatives of private industry by estab- 
lishing their places of business in areas with the 
greatest potential for profit. This has resulted in 
nursing home beds being available to a reasonable 
degree of adequacy in areas such as Montgomery, 
Baltimore and Washington Counties and Baltimore 
City, leaving large areas of the State with few, and 
in some areas no facilities. Since the problem can 
be solved at the local level, and since the proprietary 
nursing homes have not met the needs of certain 
geographic and social areas, either local public bodies 
or voluntary non-profit groups can provide a 
solution. 

Public bodies would include county or city govern- 
ments. Non-profit voluntary groups would include 
organizations similar to those operating the volun- 
tary non-profit hospitals. Voluntary hospitals may 
be applicants. Both groups would have as their pri- 
mary concern the needs of the residents of their 
area. They could serve those needs, knowing that if 
a deficit resulted, they have the resources of the 
community to call upon. Commercial operators do 
not have this resource and therefore quite justifiably 
refuse admission to a patient if a loss is apparent. 

Federal funds are available as grants under the 
Hill-Burton Program to non-profit and public 
groups for use in building and equipping nursing 
homes. The funds are very limited. The program of 
the State Department of Health calls for the use of 
state funds to supplement federal grants so that 
eligible sponsoring groups may be given funds suffi- 
cient to cover two-thirds of the cost of construction 
and equipment. Several groups in areas where there 
is need for nursing home beds have stated they will 
raise the remaining one-third of the cost of establish- 
ing a nursing home if they can obtain federal and 
State grants sufficient to cover two-thirds of the 
cost. 

The action of the Legislature by approving this 
request would: 


1. Insure that the state chronic disease hospitals 
would serve the state effectively by having their 
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beds occupied by patients who need hospital level 
of care. 


2. Recognize that nursing home facilities and nursing 
home patient care are a local responsibility, thus 
giving assurance that the capacities of the 
chronic disease hospitals would not be expanded 
for this purpose. 


SUMMARY 


1. The State Department of Health proposes a 
plan for construction of non-profit and public nursing 
homes with two-thirds of the cost of construction 
and equipment to be covered by State and Federal 
funds. 


2. General and chronic disease hospitals have 
lists of patients waiting for admission while their 
beds are occupied by patients whose needs could be 
met in nursing homes. 


3. Low-income and welfare groups because of 
their limited resources cannot gain admission to 
proprietary nursing homes in spite of vacant beds. 


4. Chronic disease hospitals have a sufficient 
number of beds to meet the needs of rehabilatable 
patients provided that patients who have reached 
maximum hospital benefit can be discharged expedi- 
tiously. 


5. Nursing home facilities and services can and 
should be provided at the local level. 


6. Proprietary nursing homes have adequate 
numbers of beds for those patients with sufficient 
resources to pay their own way. 


7. Raising welfare grants would not solve problems 
of self-supporting persons on fixed pension or those 
whose only resource is the limited income of their 
children. 


8. Non-profit voluntary and public groups can 
concentrate entirely on the needs of the patients 
without consideration of the patients’ ability to pay 
because they may, in the case of a deficit, call upon 
the community resources. 


9. Through this program the state would recog- 
nize nursing home establishment and operation as a 
local and not a state responsibility. 
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BALTIMORE CITY HEALTH 
DEPARTMENT 


Medical Care For The Aged 


The Baltimore City Health Department, since 
the inception of the City Medical Care Program in 
1948, has had a direct responsibility for the physician 
and dispensary clinic services for welfare clients of 
all ages. The elderly form the largest group after 
the children, approximately 18 per cent being over 
65 years and 43 per cent under 15 years of age. 
Public funds are also available for outpatient and 
inpatient hospital services for the medically in- 
digent of all ages in Baltimore City. 

Perhaps the closest active part of City Health 
Department work for the aged has been the member- 
ship of the Commissioner of Health and the Assist- 
ant Commissioner of Health for Research and Plan- 
ning on the Baltimore City Commission on Aging 
and the Problems of the Aged. The work of this 
Commission culminated several years ago in a re- 
port entitled “Widening the Lengthened Path of 
Life,” copies of which are available by writing the 
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Health Departments 


Baltimore City Health Department. In the report, 
recommendations will be found in such areas as eco- 
nomic security, housing, recreation, social services, 
and medical care. At the present time, the Commis. 
sion is promoting through private sources the es- 
tablishment of a center for senior citizens which 
would serve to house counselors in adult education, 
“employment opportunities, housing and in medical 
care facilities. In addition, the center would be 
equipped with a workshop and serve as a cultural 
and social focus for elderly residents of the metro- 


politan area. 


Published in this number of the Journal is a study 
of nursing homes conducted jointly by the City 
Health Department and State Department of 
Health at the request of the Geriatrics Committee of 
the Medical and Chirurgical Faculty of Maryland. 
Such investigation is made possible through the 

- capabilities of the Research and Planning staff of 
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the Baltimore City Health Department. 


Commissioner of Health 


Shaw, S. I. 
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Clinical applications of hyp- 
nosis in dentistry. 

General diagnosis and _ther- 
apy of skin diseases; tr. by 
Kurt Wiener. 

Short history of anatomy and 
physiology from the Greeks 
to Harvey. 

Meditations on medicine and 
medical education. 

Handbook of toxicology. 

Ocular allergy. 

Oral surgery. 

Century of the surgeon. 

Story of peptic ulcer. 


Clinical perimetry by G. I. 


Scott. 
Story behind the word. 
Neomycin. 


Manual of electrotherapy. 


Textbook of dental anatomy 
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A HAPPY HOLIDAY SEASON 


MRS. DAVID S. CLAYMAN 


As we approach the Christmas season and the New 
Year 1959, let us re-examine our tasks and our goals 
as well as the means we are employing to attain 
them. 

May these coming days bring to us an awareness 
of the heavy responsibilities which rest upon us as 
women, as Americans and as doctors’ wives. As we 
plan our activities for the coming year, may we re- 
member that the only activities which really matter 
are those which serve to advance our faith in man’s 
ability to create a better world of life, health and 
peace. May the New Year bring us the joy of know- 
ing that through our labors we are contributing in 
some measure to the health of our communities and 
to the welfare of our nation. 

A most happy holiday season to all. 


Your AUXILIARY EDITOR 


15TH ANNUAL CONFERENCE 


MRS. DELMAS CAPLES, President-Elect 


State Presidents, Presidents-Elect, National Officers 
and Chairmen, Drake Hotel, Chicago, IIil., 
October 6-8, 1958 


Theme: Auxiliaries In Action. 

The 15th Annual Conference opened with a 
continental breakfast at 8:30 A.M. on October 6, 
1958 with conference members as guests of the 
Auxiliary. The Vice-Presidents and the Presidents 
of their states were hostesses. 

The meeting was called to order at 9:30 A.M. 
by Mrs. E. Arthur Underwood, President. After 
the invocation by Mrs. James P. Simonds, the meet- 
ing was turned over to Mrs. Frank Gastineau, the 
presiding officer. 

Dr. Ernest B. Howard, Assist. Executive Vice- 
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President of A.M.A.,; gave us a talk on “AMA 
Round-up”. He said that we should take a look at 
the things that are taking place in the AMA. 


1. Reorganization of AMA by Dr. Blasingame, 
Executive Vice-President of AMA. 


2. Remodeling of the AMA building; to cost 24% 
million dollars. 


3. New AMA News. Mr. Reed as editor. 
4. To-day’s Health. 


5. A.M.A. Research Foundation being set up with 
medical and private outside help from 6 to 
9 months hence. 


6. Medi-care Program. 


7. Program on Aging. 

The next two years the medical profession will 
be trying to resolve some of the aging prob- 
lems. Financing remains a problem. Private 
non-government resources will increase ac- 
tivity to provide better coverage of the over 
65 year group. 


8. Installment payment plan for Nursing Home 
expansion. 


9. Joint commission of AMA, AHA, and the 
ANHA. 


10. Free choice of physician. 


11. Osteopath—Possibilities of Osteopath and medi- 


cine moving closer together. 


12. Voluntary Health Insurance Plan. (Blue Cross) 


Economic reasons forcing Blue Cross to re- 
quire increase in premiums. Trying to keep 
program on paying plan. 


13. Voluntary Health and United Fund. Whether 


or not a medical society and Auxiliary par- 
ticipate in local drives is up to the local 
society. 
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Legislation—Mrs. GOODHAND 


Mr. Joseph Stetler, Director, Law Division, AMA, 
stated that there were 21,000 bills introduced in the 
85th Congress, 704 were on medicine. Twenty were 
enacted. He said more bills were not passed because 
the country was involved in international affairs, 
the recession, and an election year. A large number 
of the bills were to liberize the already existing Social 
Security law. The Forand Bill—HR4967—will be of 
extreme importance in the 86th Congress. This bill, 
if passed, will have a tremendous effect upon the 
quality of medicine. It is attractive to the public 
and Congress. We must take steps in private enter- 
prise to plan to solve this problem. The Joint Coun- 
cil will begin meeting during January 1959 to discuss 
problems of aged. 

The Jenkins-Keough bill was released by the 
House ways and means committee too late to have , 
hearings in the 85th Congress. If the house passes it 
early it will go through the 86th Congress. 

The medical profession cannot stand alone, we 
must get help from other organizations. We must 
impress this upon the doctors, as well as allied 
groups and the public. Dr. Allman once said “Any 
government that is big enough to give you every- 
thing you want is also big enough to take everything 
away from you”. The best way to fight Social Se- 
curity is to stay out of it altogether. In January 1960 
the White House Conference on Aging will be held. 
State medical societies are urged to participate with 
the Joint Commission in their states. 


The Do’s for Including Members-at-large- 


1. Dues paying. Make her as active as possible. 
Use as hostess, to arrange music for affairs, flowers, 
and as special chairman. Send her material that is 
available. We need to use old members with new 
members on committees “To think anew is to act 
anew”’. 

2. “Do-gooder’’. Place on projects committee in 
community service. 

3. “Executives”. Place for all of them. Put on or- 
ganization or by-laws committee. Have her talk-up 
the auxiliary. Fund-raising, AMEF, card parties. 

4. Artistic. Poster committee. Arrange a hobby 
show for auxiliary. 

5. Listeners. Something may prevent active par- 
ticipation. Keep talking to them. 

6. Talkers. Put on speakers bureau for all aux- 
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iliary projects. Use her to reeducate the lost mem. 
ber. Enlarge every committee. 


New Blood. Secure new blood. Get list of new 
members from Exec. Sec. of medical society. Give 
them a job. 

Tired Blood. Older members. Seek them out and 
try to give a boost. Have them pick up new member, 
Help to give tea honoring new members. Have her 
get a list of interests and talents of new members. 

Baby-sitter Trouble. Might prevent member from 
attending. Train “Gems”. 

SAMA Members. Have been sent cards asking 
that they notify county auxiliary when member 
goes into county. 

Activity is the key to membership. Unity is the 
key to the program. 


Bulletin Committee—Mrs. E. M. EGAn 


Each county and state should keep a Bulletin File 
to refer to in times of need. There is a new Bulletin 
pamphlet available from the auxiliary office called 
“Know Your Bulletin”. Try to give each new mem- 
ber a subscription so that she may know something 
about the auxiliary. 


NOMINATING COMMITTEE 
SELECTED 


MRS. WHITMER B. FIROR 


At the semi-annual meeting held in Ocean City 
September 12, the following members were appointed 
to serve on the nominating committee for 1958-1959: 

Mrs. Ernest F. Poole—Washington County 

Mrs. Samuel Allen—Montgomery County 

Mrs. Waldo B. Moyers—Prince Georges County 

Mrs. Walter M. Hammett—Baltimore County 

Mrs. Whitmer B. Firor, Chairman—Baltimore 

City 

The committee would welcome suggestions in 
writing for nominations for the following officers: 

President Elect 

First Vice President 

Second Vice President 

Third Vice President 

Fourth Vice President 
Treasurer 
Recording Secretary 
Corresponding Secretary 
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Book Reviews’ 


Callander’s Surgical Anatomy, Barry J. Anson, M.A., 
Ph.D. (Med. Sc.), Chairman Department of Anatomy, and 
Robert Laughlin Rea Professor, Northwestern University 
Medicz! School, and member of the staff, Passavant Memorial 
Hospit:| and Walter G. Maddock, M.S., M.D., F.A.CS., 
Edward S. Elcock Professor of Surgery, Northwestern Uni- 
versit:’ Medical School, and chairman of the Department of 
Surger: , Chicago Wesley Memorial Hospital. W. B. Saunders 
Company, Philadelphia and London. 1157 pages, 1047 illus- 
trations, $21.00. 

The authors give credit for help in preparation of the 
fourth edition of this book to, among many others, 
Amos Rk. Koontz, M.D. The rationale, rather than the 
detailed steps of surgery, are stressed. Techniques 
change. but anomalies of the human body merely vary 
in the population, between predictable limits determi- 
nable by laboratory and clinical study. This isan excellent 
reference volume and one worth having. 


Handbook of Respiration, Analysis and Compilation 
by Philip L. Altman, John F. Gibson, Jr., M.D. and Charles 
C. Wang. Edited by Dorothy S. Dittmer and Rudolph M. 
Grebe. Prepared under the direction of the Committee on 
the Handbook of Biological Data, Division of Biology and 
Agriculture, The National Academy of Sciences, The National 
Research Council. W. B. Saunders Company, Philadelphia 
and London. 403 pages. $7.50. 

With the interest being expressed over the various 
forms of respiration and with new techniques and pro- 
cedures being established, this volume provides concise 
information compactly organized. This is a book that 
should be on the book shelf of everyone concerned with 
this subject. 


Physical Examination of the Surgical Patient, J. 
Englebert Dunphy, M.D., F.A.C.S., Professor of Surgery, 
Harvard Medical School; Director of 5th Surgical Service and 
Sears Surgical Laboratory, Boston City Hospital; Consultant 
in Surgery, Children’s Medical Center, and Thomas W. 
Botsford, M.D., F.A.C.S., Clinical Associate in Surgery, 
Harvard Medical School; Associate in Surgery, Peter Bent 
Brigham Hospital; Associate in Surgery, Children’s Medical 
Center. W. B. Saunders Company, Philadelphia and London. 
375 pages, 203 figures; second edition. Illustrated. $8.00. 


In this book, Dr. Dunphy and Dr. Botsford have 
gathered together a guide to those important features of 
physical diagnosis which are not included in the con- 
ventional works on examination of the chest. These are 
the methods of observation, of palpation, of examination 


of external structures and internal viscera and of deduc- 
tion. 


*The reviews here published have been prepared by com- 
petent authorities and do not represent the opinions of any 
official bodies unless specifically stated. 
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This is a book of procedure, a book of technique. It 
has been written as a simple informal statement of how 
to examine a patient and derive the most information by 
the simplest means. 


Complete Denture Prosthesis, Daniel H. Gehl, D.D.S., 
Professor of Denture Prosthesis, Marquette University School 
of Dentistry, and O. M. Dresen, D.D.S., Dean, Marquette 
University School of Dentistry. W. B. Saunders Company, 
Philadelphia and London. 542 pages. Illustrated. $11.00. 


Certain subject matter from previous printings of this 
publication have been deleted, while other sections have 
been elaborated upon by the addition of new text and 
figures. It is a worth-while book for the dental student 
and provides much useful information. 


Drugs: Their Nature, Action and Use, Harry Beckman, 
M.D., Director, Departments of Pharmacology, Marquette 
University Schools of Medicine and Dentistry; Consulting 
Physician, Milwaukee County General Hospital and Columbus 
Hospital. W. B. Saunders Company, Philadelphia and London. 
728 pages. Illustrated. $15.00. 


This textbook is meant primarily for the undergradu- 
ate medical student who can devote but a fleeting 
moment in his career to prepare for the pharmacologic 
aspects of the practice that lies ahead. It is an excellently 
documented book, one that every medical student 
should attempt to obtain and keep for future use. 


The Psychology of Medical Practice, Marc H. Hol- 
lender, M.D., Professor and Chairman, Department of Psy- 
chiatry, State University of New York, Upstate Medical Cen- 
ter, and Director, Syracuse Psychiatric Hospital. W. B. Saun- 
ders Company, Philadelphia and London. 276 pages. $6.50. 


This book is outstanding in its field. It deals with 
problems that face every physician and discusses how he 
should care for patients having a relationship to him 
out of the ordinary, basic run-of-the-mill visit and 
treatment. 


Pathophysiology in Surgery, James D. Hardy, M.S., 
M.D., F.A.C.S.; Professor and Chairman, Department of 
Surgery and Director of Surgical Research, University of 
Mississippi Medical Center; Surgeon-in-Chief, Hospital of 
the University of Mississippi. Williams and Wilkins Company, 
Baltimore. 

This volume fuses medical and surgical physiology. 
It emphasizes the “fundamental unity of the human 
organism which is achieved through three major co- 
ordinators: the nervous system, the circulatory system 
and the endocrine system.’’ Numerous case studies have 
been used to further illustrate this union between physi- 
ology and daily practice. 
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COMING MEETINGS 


BALTIMORE EAR, NOSE AND THROAT SOCIETY 


Tuesday, January 13, 1959 Cocktails—6:15 p.m. University Club 
Dinner—7 :00 p.m. 
Meeting—8:00 p.m. 


PEDIATRIC SECTION, B.C.M.S. 


Tuesday, January 13,1959 8:30 p.m. 1211 Cathedral Street 


TV PROGRAMS, B.C.M.S. 


Saturday, 5:00 to 5:30 P.M. WMAR-TV 


December 19 “Christmas Safety” 

December 26 ‘‘World Health Organization at Work” 

January 3 “Are X-Rays Safe?” Dr. Robert J. Dickson 

January 17 “Recent Advances in Surgery” Dr. Otto C. Brantigan 

January 31 “Hypertension” Dr. Caroline B. Thomas and Dr. Katherine Borkovich 


Blue Cross-Blue Shield 


(Continued from page 714) 


problems either through the expansion of existing 
facilities or the development of new ones. 
Blue Cross and Blue Shield will intensify their 


In addition, the Joint Council to Improve the Health 


Care of the Aged is also working along similar lines. é 3 
‘ aA a efforts to extend their services to that segment of the 
The four founding organizations of the Council were 
aging population which can logically be protected 
the American Hospital Association, the American 4 
under a voluntary prepayment system. In addition, 
Medical Association, the American Dental Associ- through their close national ties with the American 
ation and the American Nursing Home Association. Hospital Association and American Medical Associ- 
The Council has a positive program to obtain the ation, they will continue to participate in the various 
facts about the health problems of the aged and then _ studies and researches now underway so as to assist 
to promote ways and means of alleviating the specific in every way possible in solving this critical problem. 
722 


a\ 
\ 
* * * * * 
. ( 
ri * * * * * 
MBEI 
| | 


_ Official Publication of the 


MEDICAL AND CHIRURGICAL FACULTY 
Wc) OF THE STATE OF MARYLAND 


GERIATRICS 
1 1959 


=STATE MEDICAL JOURNAL: 


7 NO. 12 
Stop useless nagging cough 

MBER, 1958 
ting 
HISTADYL E.C. 
‘the d E.C., Lilly) 
cted 
Rit Effective, pleasantly flavored antitussive 
soci- 


‘ious 
ssist 
lem. 
ELI LILLY AND COMPANY, INDIANAPOLIS 6, IND4ANA, U.S.A. 854001 


ANNUAL MEETING—WEDNESDAY, THURSDAY, FRIDAY, APRIL 15, 16, 17, 1959 
Table of Contents on page V 


fa 
| 


AGAINST 


THE 
UBIQUITOUS 

HOSPITAL 
“STAPHYLOCOCCUS 


CHLOROMYCETIN 


Staphylococci are notorious for the variety of infections they cause and for their ability to develop 
resistance to certain antibiotics.!-3 According to recent in vitro studies, however, these stubbom 
pathogens remain sensitive to CHLOROMYCETIN:?°8 


Highly effective against most strains of staphylococci, CHLOROMYCETIN has been reported of 
value in treatment for such serious infections as staphylococcal pericarditis,9 antibiotic-resistant 
postoperative wound infections,1° antibiotic-resistant breast abscesses,3-1! pneumonia due to 
antibiotic-resistant staphylococci,!2 postoperative staphylococcal enteritis,!3 and septicemia.4 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in several forms, including Kapseals® of 
250 mg., bottles of 16 and 100. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been asso- 
ciated with its administration, it should not be used indiscriminately or for minor infections. Furthermore, 
as with certain other drugs, adequate blood studies should be made when the patient requires prolonged ot 
intermittent therapy. 


REFERENCES: (1) Wise, R. 1.: J.A.M.A. 166:1178, 1958. (2) Brown, J. W.: J.A.M.A. 166:1185, 1958. (3) Caswell, H. 1, 
et al.: Surg., Gynec. & Obst. 106:1, 1958. (4) Godfrey, M. E., & Smith, I. M.: J.A.M.A. 166:1197, 1958. (5) Waisbren, B, Au 
Wisconsin M, J. 57:89, 1958. (6) Royer, A., in Welch, H., & Marti-Ibafiez, E: Antibiotics Annual 1957-1958, New York, 
Medical Encyclopedia, Inc., 1958, p. 783. (7) Markham, N. P, & Shott, H. C. W.: New Zealand M. J. 57:55, 1958. (8) Blair, 
J. E., & Carr, M.: J.A.M.A. 166:1192, 1958. (9) Horan, J. M.: Pediatrics 19:36, 1957. (10) Rawls, G. H.: Am. Surgeon 
23:1030, 1957. (11) Sarason, E. L., & Bauman, S.: Surg., Gynec. & Obst. 105:224, 1957. (12) James, U.: Brit. J. Clin. Pract. 
11:801, 1957. (13) Turnbull, R. B., Jr.: J.A.M.A. 164:756, 1957. (14) Ross, S.; Puig, J. R., & Zaremba, E. A., in Welch, 
H., & Marti-Ibaiiez, FE: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 803. (15) Leachman, 
R., & Yow, E. M., in Conn, H. E: Current Therapy 1958, W. B. Saunders Company, Philadelphia, 1958, p. 51. 
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YPICAL RESPONSES 


any hematinic other than the dose of iron. His 
initial concentration of hemoglobin measured 5.8 gm. per 
100 cc. of blood and in spite of operation [hemorrhoidectomy] 
and further loss of blood the concentration increased to 
12.2 gm. within less than 3 weeks. Concomitantly with the 
hematologic improvement there was clinical improvement 
and subsidence of the initial primary symptoms {unusual 
fatigability, dyspnea, palpitation: on exertion)."! 


INTOLERANCE ORAL 


‘ ad an excelleri 

of per cent on the day, and a 
pearance of the anemia and conversion from hypochromic 

to normochromic cells by the end of two months. She expe- _ 
rienced remarkable improvement in pep and sense of well- _ 
being coincident with the alleviation of her anemia."2 _ 

(1) Hagedorn, A. B.: Proc. Staff Meet, Mayo Clin. 32:705 (Dec. 11) 1957. 


(2) Best, W. R.; Louis, J., and Limarzi, t. Rs M. Clin, North America 1 
(Jan.) 1958, p. 3. 


Supplied: 2-cc. and 5-cc. ampuls, boxes of 4. Physician's directions in 
every box, There are 50 mg. of iron per cc, Request brochure 
NDA 17, imferon. | 


IMPFERON® is distributed by Lakeside inc., under licen 
from Benger Laboratories, Limited, 
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new surgical furniture 


will save minutes out of every office hour 


More than two dozen time-saving conveniences built 
into new Hamilton furniture eliminate small irritations 
and save wasted moments... provide a more 
efficient office day. Hamilton surgical suites are designed 
with a matchless understanding of a Doctor’s wants 
and needs . . . constructed with custom craftsmanship, 
to give a lifetime of productive service. 


Why don’t you let us demonstrate how new 
Hamilton furniture can lessen your working 
tensions . . . make your office a more pleasant 
setting for both you and your patients. Let us 
show you the contemporary styling and handsome 
finishes of new Hamilton suites. Come in soon. 


1515 E. NORTH AVE 
BALTIMORE 13, MD. + SA. 7-6640 
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CLINICAL Staph 
RESULTS adults children infections 
Cured 172 (80%) 148(89%) 71 (88%) 
improved 28 (13%) 8 (5%) 7 (8%) 
‘Failure 17 (7%) 11 (6%) 3 (3%) 
Types of infecting organisms: The majority of 
aureus and Staph. albus. Tao has grea 
usefulness against organisms such as: staphy- 
lococci {including strains resistant to other anti- 
biotics), streptococci (beta-hemolytic strains, 
atpha-hemolytic strains and enterococci), pneu- 


Bonococci, Hemophilus influenzae. 


Per cent of epidemic 
staphylococci cultures susceptible to Tao, ery- 
thromycin, penicillin and chloramphenicol.1 : 

Tao 

75 

aE chloramphenico! 

aa 2 erythromycin 25 

® 5° 0 
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REACTIONS: 
{a) adults (b) children 
Totai—9.2% “Total ~0.6% 
(20 out of 217) ’ (i out of 167) 
Skin rash—14% Skin rash~—none 
{3 out of 217) Gastrointestinal — 
Gastrointestinal ~ 0.6% (1 out of 167) 
7.8% {17 out of 217) 
~ There was complete freedom from adverse. 
reactions in 94.5% of all patients. Side effects 
in the other 5.5% were usually mild and seldom 
required discontinuance of therapy. 


stability in gastric acid + rapid, high and sus- 
tained blood levels + high urinary concentrations 
¢ outstanding palatability in a liquid preparation. 


Dosage and Administration: Dosage varies according to the 
severity of the infection. For adults, the average dose is 250 mg. 
q.i.d.; to 500 mg. q.i.d. in more severe infections. For children 
8 months to 8 years of age, a daily dose of approximately 30 
mg./Kg. body weight in divided doses has been found effective. 
Since Tao is therapeutically stable in gastric acid, it may be 
administered at any time, without regard to meals. 
Supplied: Tao Capsules—250 mg. and 125 mg,; bottles of 60. 
Tao for Oral Suspension—1.5 Gm.; 125 mg. per teaspoonful 
(5 cc.) when reconstituted; unusually palatable cherry flavor; 
2 oz. bottle. 
References: 1. English, A. R., and Fink, F. C.: Antibiotics & Chemother. 
vtec) (Aug.) 1958. 2. English, A. R., and McBride, T. J.: Antibiotics & Chemother. 
|  (Aug.) 1958. 3. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy (Aug.) 
= peda 1958. 4. Celmer, W. D., et al.: Antibiotics Annual 1957-1958, New York, 
i-4 Medical Encyclopedia, Inc., 1958, p. 476. 
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In Biliary Distress 


ZANCHOL 


Improves Flow and Color of Bile 


Zanchol (brand of florantyrone), a distinct chemical 
entity unrelated to the bile salts, provides the medical 
profession with a new and potent hydrocholeretic for 
treating disorders of the biliary tract. 

The high degree of therapeutic activity of this new 
compound and its negligible side reactions yield dis- 
tinct clinical advantages. 


® Zanchol produces a bile low in sediment. 
® Zanchol enhances the abstergent quality of bile. 


® Zanchol produces a deep, brilliant green bile, re- 
gardless of its original color, suggesting improved 
hepatic function. 


® Zanchol improves the flow and quantity of bile with- 
out increasing total bile solids. 


Bile with these qualities minimizes biliary stasis, re- 
duces sediment and debris in the bile ducts and dis- 
courages the ascent of infection. 

For these reasons ZANCHOL has shown itself to be a 
highly valuable agent in chronic cholecystitis, cholan- 
gitis and care of patients following cholecystectomy. 


Administration: One tablet three or four times a day. 
Zanchol is supplied in tablets of 250 mg. each. G. D. 
Searle & Co., Chicago 80, Illinois. Research in the 
Service of Medicine. 
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FAST-ACTING ORAL BROAD-SPECTRUM THERAPY. The modern blue and yellow 


ACHROMYCIN V Capsules, bining equal parts of pure crystalline ACHROMYCIN Tetracycline HCI and Citric Acid, provide 
unsurpassed oral broad-spectrum therapy. 


Speed of absorption adds new emphasis to the benefits of true broad-spectrum action, mini side effects and wide range 
effectiveness that have established ACHROMYCIN as an antibiotic of choice for decisive control of infection. 


REMEMBER THE Y¥, WHEN SPECIFYING ACHROMYCIN V. New biue and yellow 


capsules (sodium-free)—250 mg. with 250 mg. citric acid, and 100 mg., with 100 mg. citric acid. 


ACHROMYCIN V dosage; Rec ded basic oral dosage is 6-7 mg. per Ib. body weight per day. In acute, severe infections 
often encountered in infants and children, the dose should be 12 mg. per Ib. body weight per day. Dosage in the average adult 
should be 1 Gm. divided into four 250 mg. doses. 


ACHROMYCIN' V 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York t Leconte ) 
*Reg. U.S. Pat. Off. 
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EXECUTIVE SECRETARY'S NEWSLETTER 


December, 1958 


OMMITTEE ACTIVITIES 


Dr. Norman E, Sartorius, Jr,, has been elected President 
of the Worcester County Medical Society. Other officers 
include Dr, Robert A, Grubb, Vice-President; Dr. Clifford 
E. Schott, Secretary-Treasurer; Dr, Robert C, LaMar, 
Delegate; and Dr. N. R. Thomas, Alternate Delegate and 
Censor. Dr. Nicholson J. Eastman and Dr, Winthrop M. 
Phelps were guest speakers at the American Academy for 
Cerebral Palsy in Dallas, Dr. Timothy D. Baker spoke on 
his recent experiences in India. Dr. Kurt L. Lederer 
was honored in Queen Anne's County recently when members 
of the local Lions Club presented him with a plaque com- 
memorating his service "as the community's only doctor, 

a conscientious man." Dr. Frank B. Thomas, III, has 
opened his office for the practice of medicine in 
Hancock, Dr. E, Cowles Andrus was honored with the 
"coveted gold heart" award at the meeting of the American 
Heart Association in San Francisco. Dr. Louis Krause was 
guest speaker on Educational and Retirement Problems of 
Older People at an Adult Education series in Baltimore. 
Dr, Ernest F, Poole represented the Faculty at the dedi- 
cation of the new Cancer Research Laboratory in 
Hagerstown, Dr. John A. Myers spoke at Annapolis and in 
New York on Rnergy Released Through Food. Cmdr. John I, 
F, Knud-Hansen, Annapolis, has been named a Fellow of the 
ACS. Dr. Harold Rosen spoke on Hypnosis, Mental Hygiene 
and Magic, recently. Dr. F. J. Hatem has agreed to head 
up the Harford County Christmas Seal Drive. Dr. Edward A, 
Kitlowski was a speaker on the Program at the American 
Society of Plastic and Reconstructive Sur ery in Chicago. 
Named to membership in the American Medical Writers Asso- 
ciation are Drs, Dorothy Fogel and John D. Teasdale. 
Participants in the third annual Nurses Cancer Conference 
were: Drs, Warfield M, Firor, George G, Finney, Samuel 
Morrison, John M, Dennis, John K. Frost, Allan R. McClary, 
and Donald W. Benson. Dr. Amos R. Koontz attended the 
AMA's Committee on Federal Medical Services meeting in 
Minneapolis recently. 


The Scientific Work & Arrangements Committee nearing com- 
pletion of its plans for the 1959 Annual Meeting and 
making preliminary plans for the 1959 Semiannual and 1960 
Annual Meetings; The Committee to Meet With Labor Leaders 
and Unions in Maryland entering into discussions with 
representatives of the AFI-CIO, The Planning Committee 
discussing many subjects for recommendation to the Counc 
and the Veterans! Medical Care Committee meeting to dis- 
cuss a proposal from the V.A. for a statewide fee schedule 


The Department of Physical Therapy of the U. of Md. Schoo 
of Medicine has received full approval from the Council on 
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Medical Education and Hospitals of the American Medica] 
Association. The Rural Health Committee is considering 
a meeting early in the new year to discuss the entire 
question of Rural Health. The Bureau of Public Assis. 
tance reports that of $302 million paid out for medica] 
care during the 1957 calendar year, only $21.7 million 
was paid to physicians, with the balance going to hospi. 
tals, nursing and convalescent homes and drugs and 
supplies. Invariably, when a total figure is used, such 
as $302 million, the public obtains the impression this 
all went for physicians! services. 


The annual report of the AMA Judicial Council notes tht, i 
"From time immemorial the Council has pointed out that 
the component society is an autonomous group and that as 
such, one of its principal duties is to apply ethical . 
principles. Apparently this obligation is not recognized im 
clearly by the majority of component societies or is, at 
best, not accepted as a principal obligation...The Council 
has noted a failure on the part of physicians to turn ts 
their county medical societies for information concerning Bm 
the application of ethical principles and the failure of 
county societies to be more aggressive in developing a 
sound program of ethics. During recent months the 
Council's correspondence contained numerous letters from 
hospital administrators which commence with a statement 
similar to this: 'One of the doctors on the staff of ow 
hospital is in doubt concerning an ethical problem. He 
asked me what ethical rule governed. Will you please 
advise me so I can tell the doctor what his conduct should 
be.'seeethe Council urges county and state societies t §& 
adopt critical attitudes toward their programs to 'uphli® 
the honor and dignity! of the profession of medicine," 


The Faculty Office has available a listing of Judicial 
Opinions and Reports which can be consulted to find the 
rulings on most ethical matters that arise from day to 


day. 


The Tax Foundation, Inc., lists the amount of time it 
takes an average working man (a typical $4,500 year man) 
to pay for various items or necessities of living. The 
breakdown shows how little time he must work to pay for & 
medical care, but how much longer he must work to pay his i 
taxes: 


Taxes 2 hours 29 minutes 
Food 1 hour 39 minutes 
Housing 1 hour 25 minutes 
Clothing — 37 minutes 
Transportation 42 minutes 
Medical 24 minutes 
Recreation 20 minutes 
Other 24 minutes 


Total - 8 hours 
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Relieve moderate or severe pain 


Reduce fever 


Alleviate the general malaise of 
upper respiratory infections 


‘subject to Federal Narcotic Regulations 


: bea BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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ynaximum codeine analgesia/optimum an 


Codeine Phosphate ......... 
Phenobarbital ..... 
Acetophenetidin er. 
Aspirin (Acetylsalicylic Acid)... gr.2'4 


er. 4 
Phenobarbital ..... . er. 4 
Acetophenetidin ........5... gr. 2'4 


Aspirin (Acetylsalicylic Acid). ...... gr.3\4 


rom pain of muscle and joint origin, eica headache, neuralgia, 
nd the symptoms of the common cold. 


TABLOID’ 


PIRI 


Acetophenetidin .......... or. 24 
Aspirin (Acetylsalicylic Acid) ....... gr. 


rom mild pain complicated by tension and restlessness. 


® 
Acetophenetidin 
Aspirin (Acetylsalicylic Acid) ...... . gr. 


*Subject to Federal Narcotic Regulations 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


from moderate to severe pain complicated by tension, anxiety and restlessness. 
Caffei 
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in Over three years of clinical use 
in over 600 clinical studies 


FOR RELIEF OF ANXIETY 
AND MUSCLE ‘TENSION 


Selective 


Does not interfere with autonomic function 
Does not impair mental efficiency, 
motor control, or normal behavior 

Has not produced hypotension, 
agranulocytosis or jaundice 


Milt own 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets, 
Wa WALLACE LABORATORIES, New Brunswick, N. J. 
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whenever 
he 
starts 


hes 
ready 
for 


New vitamin-mineral supplement 
in delicious chocolate-like nuggets 


Each nugget contains 
5 


Panthenol.... 
Nicotinamide... 
There’s nothing easier to give 
or take- 
than Delectavites. 
A real treat... 
the children’s favorite... 


tops with adults, too. 


Dose: One Nugget per day 
Supplied: Boxes of 30-one 
month's supply 
WHITE LABORATORIES, INC., Boxes of 90--three 


months’ supply or 
KENILWORTH, N. J. family package. 
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(Grade I and IT) 


With Plaquenil or Aralen alone 62% grade | and i 
improvement. (Scherbel, A.L.; Harrison, J.W., and 
Atdjian, Martin: Cleveland Clin. Quart. 25:95, 
April, we Report on 805 patients with 


Treatment too soon ipercentage 
patients improved increases substantially 


Maintenance 200 to 


ete. of 200 mg., bott 1€S 0 100. : 
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Many clinicians believe that good nutrition plays a significant role in preventing bacterial 
infections, and that immunity depends on adequate vitamin levels. Tisdall! states 

that “a low intake of a number of vitamins, a low intake of minerals, and a change in 

the quality of protein can all lower resistance to infection.” 


Other studies show the important role of the B vitamins in antibody formation. 

Thus, Nutrition Reviews? reports: “Present evidence indicates that certain B vitamins, notably 
pyridoxine, pantothenic acid and folacin, play a significant role in antibody synthesis.” 
According to Pollack and Halpern,’ “Under-nutrition leads to increased susceptibility to infection 
and decreased resistance to established disease.” And “vitamin deficiency states 

also may adversely influence circulating antibodies.” 


Halpern‘ reports that “good nutrition is important for optimal resistance to infection, for a 
superior tissue capability to cope with disease and injury, and for maximum antibody 
production ... nutrition participates in the prophylaxis against most acute infections...” 


And while MacBryde' feels that evidence is lacking to support the view that a higher than 
normal intake of vitamins will improve resistance to infection, he also states: “Restoration of 
nutrition to normal exerts a favorable influence on practically all disease conditions... 
Often the outcome will depend more upon the correction of the malnutrition than upon any 
therapy directed toward the malady.” 


SQUIBB VITAMINS FOR THERAPY 


now expanded to include additional essential vitamins — 


and at no extra cost to your patients 


Each Theragran 

VitaminA . . 25,000 U.S.P. units 
VitaminD . . - - 1,000 U.S.P. units 
Thiamine Mononitrate 

Riboflavin . 

Niacinamide 

Ascorbic Acid. . . 

Pyridoxine Hydrochloride 

Calcium Pantothenate . 

Vitamin B,, Activity Concentrate 


Dosage: 1 or more capsules daily as indicated. 
Supply: Family Packs of 180. Bottles of 30, 60, 100 and 1,000. 


References: 1. Tisdall, F. F.: Clinical Nutrition, ed. by Joliffe, N.; Tisdall, F. F., and Cannon, P. R.: Paul B. 
Hoeber, Inc., New York, 1950, p. 748. 2. Nutrition Reviews, 15:47, (Feb.) 1957. 3. Pollack, H., and Halpern, 
S. L.: Therapeutic Nutrition, National Academy of Sciences and National Research Council, Washington, D. C., 
1952, p. 18. 4. Halpern, S. L.: Ann. N. Y. Acad. Science 63:147, (Oct. 28) 1955. 5. MacBryde, C. N.: Signs 
and Symptoms, J. B. Lippincott Co., Phila., 3rd Ed. 1957, p. 818. 


=~) Squibb Quality—The Priceless Ingredient 


‘“Theragran’® ig a Squibb trademark. 
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Also Available: THeracran Liquid, bottles 
a of 4 ounces; THeracran Junior bottles of ae 
Lge 30 and 100 ipsules; and THERAGRAN-M oe 
‘gee (Squibb Vit n-Minerals for Therapy), ala 
bottl 30, 60, 100 and 1,000 capsule- 
shaped tablets 
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Faster rehabilitation in 


Joint inflammation and muscle spasm 
are the two elements most responsible 
for disability in rheumatic-arthritic dis- 
orders—and MEPROLONE is the one 
agent that treats both. 


MEPROLONE suppresses the Inflammatory 
Process and simultaneously relieves aching 
and stiffness caused by muscle spasm, to pro- 
vide greater therapeutic benefits and a shorter 
rehabilitation period than any single antirheu- 
matic-antiarthritic agent. 


MEPROLONE-2 Is Indicated In cases of severe 
involvement, yet often leads to a reduction of 
steroid dosage because of its muscle-relaxant 
action. When Involvement is only moderately 
severe or mild, MEPROLONE-1may be indicated. 


SUPPLIED: Multiple Compressed Tablets In 
three formulas: MEPROLONE-2—2.0 mg. pred- 
nisolone, 200 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel (bottles of 100). 
MEPROLONE -1 supplies 1.0 mg. prednisolone 
in the same formula as MEPROLONE-2 (bot- 
tles of 100). MEPROLONE-5—5.0 mg. predniso- 
lone, 400 mg. meprobamate and 200 mg. dried 
aluminum hydroxide gel (bottles of 30). 


Because muscles move joints, 
both muscle spasm and joint 
inflammation must be 
considered in treating the 
rheumatic-arthritic patient .-s 


MERCK SHARP & DOHME bivision of MERCK & CO., INC., Philadelphia 1, Pa: Qo) 
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Rheumatoid Arthritis 


multiple compressed tablets 


MEPROLONE is the one 
antirheumatic-antiarthritic that 
exerts a simultaneous action to 
relax muscles in spasm and 

to suppress joint inflammation...» 


Therefore, MEPROLONE does 
more than any single agent to 
help the physician shorten the 
time between disability and 
employability. 


MEPROLONE Is a trade-mark of Merck & Co., Inc. 


When writing to advertisers please mention the Journal—it helps 
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Upjohn Company, Kalamazoo, Michigan 


could you 
detect 
the uveitis patient on 


* 
M i d rol P Probably not. Not without a history. 


First, because he’s more than likely symptom-free. 


Second, because he shows none of the disturbing changes in appearance, 
behavior or metabolism sometimes associated with corticotherapy. 


Even your practiced clinical eye would find it difficult 


to spot someone else’s Medrol patient. -™ 
5 Medrol hits 
But in your own patients, you could see the advantages the disease, 
ut spares the 
of Medrol right away. Why not try it? sed 


TRADEMARK, REG. U.S. PAT. OFF.— METHYLPREONISOLONE, UPJOH.. 


e 


{ 
Ice, : 
its 


© 1958, ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS 


rythro 


Stearate 


(Erythromycin Stearate, Abbott) 


indications: 

In infections caused by staphylococci, 
streptococci (including enterococci) and 
pneumococci. Also, against organisms 
that have become resistant to other anti- 
biotics. ERYTHROCIN should be used 
where patients are allergic to penicillin or 
other antibacterials. 

dosage: 

Usual adult dose is 250 mg. every six 
hours; for severe infections, usual dose is 
500 mg. every six hours. Child’s dose may 
be reduced in proportion to body weight. 
supplied: 

In bottles of 25 and 100 Filmtabs (repre- 
senting 100 and 250 mg. of ERYTHROCIN 
activity). Also, in cinnamon-flavored oral 
suspension; 75-cc. bottles. Each 5-cc. 
teaspoonful represents 100 mg. of 
ERYTHROCIN activity. 


® Filmtab — Film-sealed tablets, Abbott; pat. applied for. 
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in 
antibiotic 


remarkable effectiveness 
against the cocci- 

plus a safety record 
unmatched in systemic 


antibiotic therapy 


Now, after more than six years of extensive 
use, there has not been a single serious 
reaction to ERYTHROCIN. Additionally, the 
often-met problem of resistance has re- 
mained unusually low with ERYTHROCIN. 

Therapeutically, you'll find ERYTHROCIN 
highly effective against the majority of coc- 
cal organisms. Where severe viral attacks 
occur, ERYTHROCIN may well be the wea- 


pon to counteract those OB Rott 
dangerous complications. 


} 
! | 
| 
! f 
4 
‘ a 8 | 
| 
Aw 2 j 
| ‘ \ 
—— 
L 
: - a 


xxii 


809136 


higher 


Maryland State Medical J ournal 


blood levels 


® 


Potassium De 
Penicillin V ad 


ff 
a 
Nc 
ge 
4 
: cil 
: Cc 
or 
| pe 
th 
res 
In 
Ag 
th 
tio 
: rh 
D 


Now, IN BOTH FILMTAB AND ORAL SOLUTION, patients 
get high penicillin V blood levels with COMPOCILLIN- 
VK. Note the chart. Concentrations are three times 
higher than an equivalent dose of potassium peni- 
cillin G. 


ComPoOciLLIN-VK is indicated whenever you desire 
oral penicillin therapy. In severe infections, oral 
penicillin should be supplemented by parenteral 
therapy to obtain the-maximum therapeutic 
response. 


Indications: 


Against all organisms sensitive to oral penicillin 
therapy. For prophylaxis and treatment of complica- 
tions in viral conditions. And as a prophylaxis in 
rheumatic fever and rheumatic heart disease. 


Dosage: 


Depending on the severity of the infection, the usual 
adu!t dose is 125 to 250 mg. (200,000 to 400,000 units) 


every four to six hours. For children, dosage may be 
reduced in proportion to body weight. 


Supplied: 

In Filmtabs, representing 125 mg. (200,000 units) of 
potassium penicillin V, bottles of 50 and 100. In 250 
mg. (400,000 units), bottles of 25 and 100. 


For Oral Solution, COMPOCILLIN-VK comes in dry 
granules for easy reconstitution with water. Cherry- 
flavored, the granules come in 40-cc. and 80-cc. 
bottles. Each 5-cc. teaspoon of solution represents 
125 mg. (200,000 units) of potassium penicillin V. 


CompPoci.tin-V® Oral Suspension (Ready-Mixed), 
Hydrabamine Penicillin V, Abbott, comes in 40-cc. 
and 80-cc. bottles. Each tasty, banana-flavored 5-CC, 
teaspoonful represents 180 mg. (300,000 
units) of penicillin V. At all oharmacies. 8Gott 
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the most effective antibiotic 
available against staphylococci 


Provides Outstanding Clinical Effectiveness Against Coccal | 
Infections, Including Resistant Staphylococci and Enterococci’ 


CRYSTALLIZED 


(RISTOCETIN, ABBOTT) 


PREPARED FROM PURE CRYSTALS 


Provides Bactericidal Action Against Coccal Infections' 


Provides Successful Short-Term Therapy In Endocarditis? 
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Now, after just 12 months, SPONTIN has become an outstand- 
ing drug of choice against resistant staphylococci, and in 
other serious coccal infections. 

Six papers presented at the Antibiotics Symposium’ re- 
ported the effectiveness of SPONTIN against resistant staphy- 
lococcal infections. Clinical reponses involved enterococcal 
endocarditis, staphylococcal pneumonias and staphylococcal 
bacteremias. Many of these patients were going downhill 
steadily—in spite of treatment by other antibiotics. 

Toxicity? Careful attention to dosage recommendations has 
practically eliminated toxicity and side effects as serious ob- 
stacles to therapy. Also, recent improvements have been 
made in the manufacture of SPONTIN; the drug is now made 
from pure crystals. A recent report? in the Journal of the 
American Medical Association concluded, ‘‘It is our opinion 
that, if proper precautions are observed, ristocetin is a safe 
and potent agent to employ in the treatment of staphylococcal 
infections.” 

If you do not have the revised literature on this lifesaving 
antibiotic, please contact your Abbott Representative soon; 
or write direct to Abbott Laboratories, North Chicago, Illinois. 


INDICATIONS: Against a wide range of staphylococcal, 
streptococcal, pneumococcal and enterococcal infections. A 
drug of choice for treating serious infections, particularlythose 
caused by organisms that resist all other antibiotics. 


ob’, 


DOSAGE: Administered intravenously. In pneumococcal, 
streptococcal and enterococcal infections, a dosage of 25 
mg./Kg. will usually be adequate. Majority of staphylococcal 
infections will be controlled by 25 to 50 mg./Kg. per day. It is 
recommended that the daily dosages be divided into two or 
three equal parts at eight- or 12-hour intervals. 


® 


SUPPLIED: In vials containing a sterile, lyophilized powder, 
representing 500 mg. of ristocetin A activity. 
Be sure your hospital has it stocked. Ob 6ott 


1. Sixth Annual Symposium on Antibiotics, Washington, D. C., Oct. 15, 16, 17, 1958. 
2. Antibiotics Annual, 1957-58, p. 187-98. 
3. J.A.M.A., 167:1584, July 26, 1958. 
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in fammatory- 
suppressive 


inflammatory: | 


new, exclusive 


dual anti-inflammatory “built-in” protection 
inflammatory-suppressive . . . with citrus bioflavonoids... 
potent, prompt, sustained action against ecchymoses, purpuras, in 
with prednisolone : gastric hemorrhage and other vt 
inflammatory-corrective . . . steroid-induced capillary damage § ma 
‘reduction of abnormal with antacids... 3 50 


capillary permeability | against gastric distress, _ 
_ with citrus bioflavonoids digestive upsets, nausea 
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cision of J. S. VITAMIN CORPORATION « 250 East 43rd Street * New York 17, N. Y. 


rheumatoid arthritis 


bronchial asthma 


eczemas 


and other inflammatory, 
allergic and 
rheumatic conditions 


CAUTION: Federal how 
prescription. 


of §, VITAMIN: CORPORATE 
New YORK 


suggested dosage: . Each PREDNIS-C.V.P. capsule provides: 


Average initial dose, - 
2 to 5 capsules daily, PREDNISOLONE be 

in divided doses; CITRUS BIOFLAVONOID COMPOUND | 100 m 

in severe cases, 6 to 10 

capsules daily. Gradually ASCORBIC ACID (C) 100 ms 
reduce dosage to effective : 
maintenance level. ALUMINUM HYDROXIDE 100 mga 


capsules. 


Bottles of 30, 100 and MAGNESIUM OXIDE : 100 mei 


Samples and literature from 


aagton-funk laboratories 
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__IN OFFICE SURGERY ) 
use XYLOCAINE first... 
as a local anesthetic 
or a topical anesthetic 
RATION | NERVE BLOCK 


| SPRAY INFILT 


XVLOCAINE 
% 


Xylocaine HC] solution, the versatile anesthetic for general office sur- 
gery, relieves pain promptly and effectively with adequate duration 
of anesthesia. It is safe and predictable. Local tissue reactions and 
systemic side effects are rare. Supplied in 20 cc. and 50 cc. vials; 0.5%, 
1% and 2% without epinephrine and with epinephrine 1:100,000; also 
in 2 cc. ampules; 2% without epinephrine and with epinephrine 
1:100,000. 


XYLOCAINE’ SOLUTION 


(brand of lidocaine”) 


ae Astra Pharmaceutical Products, Inc., Worcester 6, Mass., U.S.A. 


fu.s. PAT. NO. 2.441.498 MADE IN US.A. 
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treat more patients more 


MERCK SHARP & DOHME proudly : — 
 achigvement of the first corticosteroid _ 
—a mew and unique cor which — 
brings a new order of magnitude 
E 


order 
magnitude 


References: 

1. Boland, E.W.: California Med. 
88:417 (June) 1958. 

2. Bunim, J.J., et al.: Arthr. & 
Rheum. 1:313 (Aug.) 1958. 

3. Boland, E.W., and Headley, 
N.E.: Paper read before the Am. 
Rheum. Assoc., June 21, 1958, 
San Francisco, Cal. 

4. Bunim, J.J., et al.: Paper 
read before the Am. Rheum. 
Assoc., June 21, 1958, San 
Francisco, Cal. 


In Anti-Inflammatory Potency 


DECADRON ‘‘possesses greater anti-inflammatory potency 
per milligram than any steroid yet produced,""! and is “‘the 
most potent steroid thus far synthesized.""? Milligram for 
milligram, it is, on the average, 5 times more potent than 
6-methylprednisolone or triamcinolone; 7 times more poten 
than prednisone; 28 times more potent than Samba tenalall 
and 35 times more potent than cortisone. 


In Dosage Reduction 


Thanks to this unprecedented potency, DECADRON is 

“highly effective in suppressing the manifestations of 
rheumatoid arthritis when administered in remarkably smc: 
daily milligram doses.”’3 In a number of cases, doses as Ic\: 

as 0.5-0.8 mg. proved sufficient for daily maintenance. Th: 
average maintenance dosage in rheumatoid arthritis is about 
1.5 mg. daily. 


In Elimination and Reduction of Side Effects 


Virtual absence of diabetogenic activity, edema, sodium 
or water retention, hypertension, or psychic reactions has 
been noted with DECADRON.!.2.3.4 Other ‘‘classical"’ 
reactions were less frequent and less severe. DECADRON 
showed no increase in ulcerogenic potential, and digestive 
complaints were rare. Nor have there been any new or 
“peculiar” side effects, such as muscle wasting, leg cramps, | 
weakness, depression, anorexia, weight loss, headache, 
dizziness, tachycardia or erythema. Thus DECADRON 
introduces a new order of magnitude in safety, 
unprecedented in corticosteroid therapy. 


In Therapeutic Effectiveness 


With DECADRON, investigators note ‘‘a decided intensific «tion 
of the anti-inflammatory activity’? and antirheumatic 
potency.‘ Clinically, this was manifested by a higher degre 
of improvement in many patients, previously treated wit! 
prednisteroids,3 and by achievement of satisfactory cont»! 

in an impressive number of recalcitrant cases.‘ 


In Therapeutic Range 


More patients can be treated more effectively with DECA. 
DRON. Its higher anti-inflammatory potency frequently t ngs 
relief to cases resistant to other steroids. Virtual freedon 
from diabetogenic effect in therapeutic dosage permits 
treatment of many diabetics without an increase in insu’ 
requirements. Absence of hypertension and of sodium « 4 
fluid retention allows effective therapy of many patients ith 
cardiovascular disorders. Reduction in the incidence anc 
severity of many side effects extends the benefits of the ‘py 
to numerous patients who could not tolerate other stero: 5. 
And a healthy sense of well-being, reported by nearly a!’ 2 


tients on DECADRON, assures greater patient cooperatic . 


To treat more patients more effectively 
in all allergic and inflammatory disorders 


amenable to corticosteroid therapy 


DOSAGE AND ADMINISTRATION 


With proper adjustment of dosage, 
treatment may ordinarily be 
changed over to DECADRON 

from any other corticosteroid 

on the basis of the following 
milligram equivalence: 


One 0.75 mg. tablet of DECADRON (dexamethasone) replaces: 


One 4 mg. One 5 mg. 
tablet of tablet of 
methylprednisolone or prednisolone or 
triamcinolone prednisone 


SUPPLIED: 


As 0.75 mg. scored penta- 
gon-shaped tablets; also as 
0.5 mg. tablets to provide 
maximal individualized 
flexibility of dosage ad- 
justment. 


Detailed literature is available to physicians on request. 


*DECADRON is a trademark of Merck & Co., Inc. 
©1958 Merck & Co., Inc. 


Gp Merck Sharp & Dohme phitadelphia 1, Pa. 
Division of Merck & Co., INC. 


+ 
One 20 mg. One 25 mg. 
tablet of tablet of 
hydrocortisone cortisone 
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The great corticosteroid era | 


opened ten years ago 


with the introduction of CORTONE® (cortisone). 


Today, MERCK SHARP & DOHME proudly 
presents the crowning 
achievement of the first corticosteroid 


decade—DECADRON (dexamethasone) 


_ —a new and unique compound, which 


brings a new order of magnitude 


to corticosteroid therapy 


MERCK SHARP & DOHME 
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Many such 
hypertensives have 
been on Pauiiloid 
for 3 years 


and more* 


for Rauwiloid IS better tolerated... 
“alseroxylon [Rauwiloid] is an anti- 
hypertensive agent of equal thera- 
peutic efficacy to reserpine in the 
treatment of hypertension but with 
significantly less toxicity.” 
*Ford, R.V., and Moyer, J.H.: Rau- 
wolfia Toxicity in the Treatment of 


Hypertension, Postgrad. Med. 23:41 
(Jan.) 1958. 


For gratifying Rauwolfia response 


from side actions 


Enhances safety when more potent drugs 
are needed. 


Rauwiloid® + Veriloid® 
alseroxylon 1 mg. and alkavervir 3 mg. 
for moderate to severe hypertension. 
Initial dose, 1 tablet t.i.d., p.c. 


just two tablets 
at bedtime 


After full effect 
one tablet suffices 


Rauwiloid® + Hexamethonium 
alseroxylon 1 mg. and hexamethonium chloride 
dihydrate 250 mg. 


in severe, otherwise intractable hyper- ( 
Riker —— 


tension. Initial dose, % tablet q.i.d. 


Both combinations in convenient NORTHRIDGE, 
single-tablet form. CALIFORNIA 


When writing to advertisers please mention the Journal—it helps 
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Now, a single unique preparation, 
Trisulfaminic, can provide dramatic 
relief from congestion, and at the same 
time protect the patient from secondary 
bacterial invaders. Often within min- 
utes of the first dose, congestion begins 
to clear; the patient can breathe again. 


Trisulfaminic is particularly valuable 
for the ‘“‘almost well” patient who is re- 
covering from influenza but is left with 
congested nasal and bronchial passages. 
And for patients with purulent rhinitis, 
sinusitis or tonsillitis, combination ther- 
apy with Trisulfaminic offers a most 
realistic approach to total treatment. 


Oral Decongestant Action, Through 
the action of Triaminic, nasal patency 


nasal and paranasal congestion 
and control secondary invaders 


is achieved rapidly and dramatically. 
Adequate ventilation helps eliminate 
mucus-harbored pathogens. And be- 
cause Trisulfaminic is administered 
orally, there is no problem of rebound 
congestion, no pathological change 
wrought in the nasal mucosa. 


Wide-Spectrum Action, Secondary bac- 
terial infections, which are always a 
threat in upper respiratory involve- 
ment, are forestalled by the wide-spec- 
trum effectiveness of triple sulfona- 
mides. This added antibacterial protec- 
tion makes Trisulfaminic highly useful 
in treating the debilitated patient who 
is prone to lingering or frequently 
recurring colds. 


Each Tablet and each $ ml. teaspoonful of 


Suspension contains: 


Triaminic® 25 mg. 
(phenylpropanolamine 12.5 mg.; 
pheniramine maleate .......... 6.25 mg.; 
pyrilamine maleate .............. 6.25 mg.) 

Trisulfapyrimidines U.S.P, 0.5 Gm, 


TRIAMINIC PLUS TRIPLE SULFAS 


Dosage: Adults—2 to 4 tablets or 
teaspoonfuls initially, followed by 2 
tablets or teaspoonfuls every 4 to 6 
hours until the patient has been 
afebrile for 3 days. Children 8 to 12 
years—2 tablets or teaspoonfuls 
‘initially, followed by 1 tablet or 
teaspoonful every 6 hours. Younger 
children—dosage in proportion. 


SMITH-DORSEY ° a division of The Wander Company ° Lincoln, Nebraska + Peterborough, Canada 
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Results with “. . . antacid therapy with DAA are essentially the same as... with 


potent anticholinergic drugs.” 


Dihydroxy aluminum aminoacetate, N.N.R. 


In recent years, a number of new synthetic anticholiner- 
gic drugs with numerous and varying side effects have 
been investigated for treatment of peptic ulcer. However, 
a double-blind study conducted recently by Cayer et al 
suggests that the use of such anticholinergic drugs is 
seldom necessary. The authors concluded that “The 
percentage of ‘good to excellent’ results obtained in 


patients on continuous long-term antacid therapy with 
DAA (74%) is essentially the same as that previously 
noted in ulcer patients treated under similar conditions 
with potent anticholinergic drugs alone.” 

The authors’ choice of dihydroxy aluminum amino- 
acetate (DAA) was based on the fact that “‘the tablet 
form of DAA (is) more active than a variety of straight 
aluminum hydroxide magmas.” They further commented 
that “Because of the convenience of tablet medication 
as compared with the liquid gel—a convenience which 
in the use of other tablets is gained at the expense of 
therapeutic effectiveness—dihydroxy aluminum amino- 
acetate was used exclusively.” 

ALCLYN (dihydroxy aluminum aminoacetate) Tablets 
are supplied in bottles of 100 tablets (0.5 Gm. per tablet). 


BRAYTEN PHARMACEUTICAL COMPANY «© Chattanooga 9, Tennessee [B 
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}. Panalb 
apsules. 
Panmycin 


pomplex) 


RADEMARK, REG. PAT. OFF. 
TRADEMARK, REG. U. 5S. PAT. OF F.—THE UPJONN 
BRAND OF TETRACYCLINE 
RADEMARK, REG. U. S. PAT. OFF.—THE 
BRAND OF CRYSTALLINE NOVOBIOCIN SODIUM 


THrrapemann 


: 4 ay 
; 
om 
Wet 
Ps a im} 
| 
ble 
shioride 
amyci: 
Pana! 
blent 
> 
4 aa Path 
lassi: 
the 
inde: 
3 
* 
leper 
The Upjohn Company, Kalamazoo, Michigan [' 
q 
* 


Panalb 
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forms: 
« Capsules, botties of 16 and 100 

iach capsule contains: 
phosphate (tetracycline phosphate 
equivalent to tetracycline hydro+ 
.as novobiocin sodium). ..125 mg. 
KM ¢¢ Flavored Granules. When 
ater is added to fill the bottle, 

onful (5 ce.) contains: 
tetracycline) equivalent to tetra- 
‘as novobiocin calcium). .62.5 mg. 
ha meg. 


i phate ......... 


spsules 
\ dosage is 2 capsules q.i.d. 
Granules 
catment of moderately acute infec- 
cfants and children, the recom- 
osage is 1 teaspoonful per 15 to 
vody weight per day, administered 
equal doses. Severe or prolonged 
require higher doses. Dosage for 
to 4 teaspoonfuls 3 or 4 times daily, 
on the type and severity of the in- 


road-spectrum 
ntibiotic 


: 
nmy: int Phosphate plus Albamycin**) 
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Infections 


Unusual Antibacterial and Anti-infective Properties— More soluble in acid urine’... higher and 
better sustained plasma levels than any other known and useful antibacterial sulfonamide.* 


Unprecedented Low Dosage—Less sulfa for the kidney to cope with . . . yet fully effective. A single 
daily dose of 0.5 to 1.0 Gm. maintains higher plasma levels than 4 to 6 Gm. daily of other sulfona- 
mides—a notable asset in prolonged therapy.? 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, followed by 0.5 Gm. (1 
tablet) every day thereafter, or 1 Gm. every other day for mild to moderate infections. In severe 
infections where prompt, high blood levels are indicated, the initial dose should be 2 Gm. followed 
by 0.5 Gm. every 24 hours. 


KYNEX—WHEREVER SULFA THERAPY 1S INDICATE 


Tablets: Each tablet contains 0.5 Gm. (71% grains) of sulfamethoxypyridazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfamethoxypyridazine. 
Bottle of 4 fl. oz. 


references : 
1 Gateble, ae and Jackson, G.G.: Prolonged Treatment of Urinary-Tract Infections with Sulfameth st New England J, Mcd. 
8. Editorial : New England J. Med. 258 :48-49, 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York > 
*Reg. U.S. Pat. Off. a 
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all 


OMYCIN 


UCCINYLSULFATHIAZOLE—NEOMYCIN SUSPENSION WITH PECTIN @ KAOLIN 


regardless 
etiology 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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Cremomycin is a trademark of Merck & Co., Inc. 
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provides dependable, fast, effective therapy 


dependable action 


because all patients show therapeutic 
blood concentrations of penicillin with 
recommended dosages. 


quick deployment 

of the bacteria-destroying antibiotic. 
Within five to fifteen minutes after ad- 
ministration, therapeutic concentrations 
appear in the general circulation. 
higher blood levels 


than with any other penicillin given 


LILLY AND COMPANY e 


INDIANAPOLIS 6, 


orally. Bactericidal concentrations are 
assured. Infections resolve rapidly. 


Dosage: 125 or 250 mg. three times daily. 


Supplied: Tablets, scored, of 125 and 250 
mg. (200,000 and 400,000 units). 


New V-Cillin K, Pediatric: In bottles 
of 40 and 80 cc. Each 5-cc. teaspoonful 
provides 125 mg. V-Cillin K. 

V-Cillin® K (penicillin V potassium, Lilly) 


INDIANA, 


833283 


U.S.A. 
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Compared to control patients, those receiving Nilevar 
(brand of norethandrolone) have repeatedly demon- 
strated more rapid and more complete recovery from 
serious acute illness and increased comfort and well- 
being in chronic illness. 

A multitude of case histories are now adding indi- 
vidual clinical color to the earlier controlled investiga- 
tions which defined the actions of Nilevar as an effec- 
tive aid in reversing negative nitrogen balance and in 
building protein tissue. 

In typical case reports such gratifying comments as 
these appear: 

Underweight —“Appetite considerably increased 
within one week. Sense of well-being and vigor in- 
creased along with increased appetite.” 

Prematurity (Birth weight: 2 pounds, 4 ounces) — 
“Gradual improvement in appetite and capacity for 
formula. .. . Excellent progress and weight gain for a 
very immature infant.” 


IN DEBILITATING DISEASE 


Patients receiving 


INILEVA 


Eat more... 
Feel better... 
Recover faster 


Carcinoma of the Uterus —“Within four days appe- 
tite became excellent, took full diet. . .. More ambition 
while on Nilevar. Enjoys life. Takes part in church and 
other social affairs.” 


Third Degree Burn —“. . . soon began eating all that 
was Offered. . . . Began to show signs of hope for re- 
covery. ... Perhaps one of the greatest changes was in 
the appearance of his wounds which were so very 
much improved.” 

The dosage for adults is 20 to 30 mg. daily in single 
courses no longer than three months. For children the 
daily dosage is 0.5 mg. per kilogram of body weight, 
in single courses no longer than three months. 

Nilevar is supplied in tablets of 10 mg. and ampuls 
of 25 mg. (1 cc.). 


G. D. Searle & Co., Chicago 80, Illinois. Research 
in the Service of Medicine. 
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allergy-caused congestion 
Liquefies mucus and facilitates expectoration 
Soothes the pharnx 


pyraldine pediatric 
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Mazola® Corn 


of serum ch ; 


Extensive clinical tests show that when the 
diet contains an adequate amount of Mazola 
Corn Oil, serum cholesterol levels tend to be 
normal...high blood cholesterol levels are 
lowered, normal levels maintained. 

Fortunately for both physician and patient, 
Mazola Corn Oil is not only rich in unsatu- 
rated fatty acids, it is also a delicious food. 
It becomes an enjoyable and normal part of 
the patient’s daily meals—no complicated or 
special diet is required. 

Here is a therapy easy for you to prescribe, 
easy and pleasant for your patients to follow. 

Nutritional authorities generally recom- 
mend that fats should provide no more than 
30% of the total calories. In cholesterol-low- 
ering diets from one-third to one-half of these 
fats should be unsaturated, such as in Mazola 
Corn Oil. 


: 
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CORN PRODUCTS 
REFINING COMPANY 


effective in the mana 
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Mazola Corn Oil is a superlative cooking 
oil as well as a delicious salad oil. 
Adequate amounts can be eaten daily— 
in a wide variety of salad dressings and 
in a great number of fried and baked 
foods. 


Pure, clear, bland and odorless. Mazola 
Corn Oil is stable and dependable, pro- 
viding the full measure of cholesterol- 
lowering unsaturated fatty acids char- 
acteristic of corn oil. 

Mazola Corn Oil is sold in grocery stores 
throughout the country, is available 
everywhere. Its comparatively low cost 
makes it as economical as it is effective. 


MAZOLA* CORN is arich sourceofun- 

saturated fatty acids. It canformaregular $ 

part of the diet without major changesin 

eating habits to provide an effective un- ° 

saturated oil as a part of the daily meals. 3 
EACH TABLESPOONFUL OF MAZOLACORN 
OIL PROVIDES NOT LESS THAN: 


130 mg. 
Natural Tocopherols ...-.....- 15 mg. 


TYPICAL AMOUNTS PER DIET 


For a 3600 calorie diet 3 tablespoonsful 
For a 3000 calorie diet 2.5 tablespoonsful 
For a 2000 calorie diet 1.5 tablespoonsful 


*Reg. U.S. Pat. Off. 
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cold symptoms 
can controlled 


This new timed-release tablet provides: 


-«the superior decongestant and antihistaminic 


action of Triaminic 


non-narcotic cough control as effective as with 
codeine, but without codeine’s drawbacks 


eeean expectorant to help the patient expel 


thickened mucus 


«the specific antipyretic and analgesic effect 
of well-tolerated APAP 


.eethe prompt and prolonged activity of — 
timed-release medication 


Each Tussacesic Tablet contains: 

(phenylpropanolamine HCl... . 25 mg.; 
pheniramine maleate ....... 12.5 mg.;. 
pyrilamine maleate ........ 12.5 mg.) 

Dormethan 
(brand of dextromethorphan HBr). . 30mg, 

Tecpin: hydrate’. . «: 180mg. 


APAP (N-acetyl-p-aminophenol) . . . 325 mg,|. 


Also available: 

for those who prefer liquid medication = 
Tussagesic suspension 

In each 5 ml.; Triaminic, 25 mg.; Dormethan, 
15 mg.; terpin hydrate, 90 mg.; APAP, 120 mg,’ 


Tussagesic timed-release tablets provide 
relief in minutes, which lasts for hours 


first—3 to 4 hours of 
relief from the 
outer layer 


A then—3 to 4 more hours 
, of relief from 
the inner core 


Dosage: | tablet in the morning, mid-afternoon, 
and evening, if needed. Should be swallowed 
whole to preserve the timed-release action. 
Suspension: Adults—1-2 tsp. every 3-4 hours; 
Children 6-12 years old—1 tsp. every 3-4 hours; 
Children under 6—dosage in proportion. 


* Contains TRIAMINIC tomy!) running noses. &, €& and open stuffed noses orally 


SMITH-DORSEY « a division of The Wander Company ¢ Lincoln, Nebraska ¢ Peterborough, Canada 
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The key word 


Through your cooperation, doctor, the broad 
benefits and services of Blue Shield are now 
available to more than 500,000 Marylanders 


Wine your active support, this 
unique prepayment plan could not 
offer such broad benefits and services to 
Marylanders. Basic to Blue Shield is the 
Participating Physician, and today more 
than 95% of the practicing physicians in 
Maryland participate in Blue Shield. 


Every day more people join Blue 
Shield to obtain the benefits they need 
for physicians’ services. Today, more 
than 500,000 Marylanders are Blue 
Shield subscribers. And since late 1950, 
when the Plan began, more than $18 
million has been paid in benefits. 


BLUE SHIELD can help you... Our Physician Relations 


Department is always available for personal or telephone inter- 
views with you or your secretary. Just call us when you need 
assistance (SAratoga 7-6313). Ask for the Medical Department. 


SHIELD 


Maryland Medical Service, Inc. 
200 WEST BALTIMORE STREET, BALTIMORE 1, MARYLAND 
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ANKLE 
SPRAINED 


OF 
SINUS 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


i *Reg. U.S. Pat. Off 


Pearl River, New York 


Prescription Service for the 
Community 


Skilled pharmacists. 

Convenient locations. 

Special phones for Doctors. 
Complete stocks of pharmaceuticals 


New prescription products 


Professional services available: 


Appointment Books 
Courtesy Cards 
Prescription Blanks 


PHARMACIES SINCE 1883 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 


very special cases 
very superior brandy 


COGNAC BRANDY 
‘ea Proof | Schieffelin & Co., New York 
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now—an antibiotic troche that 


The cough control provided by homarylamine (a non-narcotic antitussive) 
approximates that of codeine. 

Three antibiotics (bacitracin, tyrothricin, neomycin) act in combination 
against a wide variety of pathogens—with little danger of side reactions. 
The anesthetic-analgesic effect of benzocaine brings soothing relief to in- 
flamed tissues of mouth and throat. 

PENTAZETS now extend the therapeutic usefulness of convenient troche 
medication. Each pleasant-tasting PENTAZETs troche acts promptly against 
the most bothersome aspects of mouth and throat irritations. 


PRESCRIBE 


antitussive—antibiotic - anesthetic—analgesic troches 


is) m MERCK SHARP & DOHME 

DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
Supplied: In vials of 12. 

PENTAZETS is a trademark of Merck & Co., Inc. 
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MANOR 


HOSPITAL 
ELLICOTT CITY MARYLAND 
») 


A licensed hospital registered with the A.H.A. 
for the diagnosis and treatment of 


nervous and mental illness. 
drug and alcohol addiction 


All modern psychiatric therapies available. 
Irving J. Taylor, M.D., Medical Director 


Descriptive folder on request 
For admission — phone Ell. City 362 


Tor Real relief: 


Aspirin 200 mg. (3 grains 
....150 1 or 2 tablets. 
Caffeine 30 mg. (1 grain) 
Demerol hydrochloride... 30 mg. (12 grain) 


Potentiated Pain Relief 


WINTHROP LABORATORIES 
New York 18, N.Y. © Windsor, Ont. 


Demerol (brand of meperidine), 
trademark reg. U.S. Pat. Off. 


Narcotic blank required. 


q xlviii 
| 
4 | 
ihe 
WITH 
| “4 
4 
| 
| 
| 
| i 
| 
| 
} 
| 


Maryland State Medical Journal 


§ prompt, aggressive 
antibiotic action 

ua reliable defense against 
monilial complications 


both are often needed when 
bacterial infection occurs 


for a direct strike at infection 
Mysteclin-V contains tetracycline phosphate complex 


It provides a direct strike at all tetracycline-susceptible organisms (most pathogenic bacteria, certain rickett- 
sias, certain large viruses, and Endamoeba histolytica) . 


It provides the new chemical form of the world’s most widely prescribed broad spectrum antibiotic. 


It provides unsurpassed initial blood levels — higher and faster than older forms of tetracycline — for the most 
rapid transport of the antibiotic to the site of infection. 


for protection against monilial complications 
Mysteclin-V contains Mycostatin 


It provides the antifungal antibiotic, first tested and clinically confirmed by Squibb, with specific action against 
Candida (Monilia) albicans. 


It acts to prevent the monilial overgrowth which frequently occurs whenever tetracycline or any other broad 
spectrum antibiotic is used. 


It protects your patient against antibiotic-induced intestinal moniliasis and its complications, including vaginal 
pat anogenital moniliasis, even potentially fatal systemic moniliasis. 


MYSTECLIN-V 


Squibb Tetracycline Phosphate Complex (Sumy and Nystatin (Mycostatin) 


Capsules (250 mg./250,000 u.), bottles of 16 and 100. Hialf-strength Capsules (125 mg./125,000 u.), bottles of 16 and 100. 
Suspension (125 mg./125,000 u. per 5 cc.) 60 cc. bottles. Pediatric Drops (100 mg./100,000 u. per cc.). 10 ce. dropper bottles. 


+) Squibb Quality — the Priceless Ingredient 


1958 


‘sumycin’®> ano ‘mvcostatin © ane SQUIBB TRADEMARKS 
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roars’ IN CONSTIPATION 


TO SOFTEN STOOLS WITHOUT TISSUE DEHYDRATION 
AND MAKE THEM MOVE WITHOUT STRAINING 


KONDREMUL 


COLLOIDAL EMULSION OF MINERAL OIL AND IRISH moss (patch) (patch) 


PROVEN SAFE...EFFECTIVE +» IN PREGNANCY - IN 
CHILDHOOD - IN MIDDLE-AGED PATIENTS + IN ELDERLY 
PATIENTS - THROUGH MORE THAN 25 YEARS OF USE 


AVAILABLE in three pleasant-tasting formulas: 
for the average patient 
KONDREMUL (Plain) 
containing 55% mineral oil. Bottles of 1 pint. 
for more hypotonic cases 
/j SN KONDREMUL WITH CASCARA 
EASES EVACUATION | =) 0.66 Gm. non-bitter Ext. Cascara per tablespoonful. 
Bottles of 14 fl.oz. 


for more resistant constipation 
‘ : % 0.13 Gm. (2.2 gr.) phenolphthalein per tablespoonful. 
globules by Irish moss 
assures eashouins pene- Bottles of 1 pint. 


ee THE E. L. PATCH COMPANY Stoncham, Massachusetts 


70 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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CHRONIC 
BRONCHITIS 


Of 
INFECTIOUS 
DERMATITIS? 


NEW 3-WAY “PICKUP” 
FOR APPREHENSIVE AND/OR 
HYPERTENSIVE PATIENTS 


NEO- SLOWTEN 
(patch) 


A TRANQUILIZING COMBINATION 


relieves anxiety, irritation, fatigue 
reduces mild elevated blood 
pressure 


ACCELERATE THE refreshes neural tone 


Phenobarbital . 2 mg. (% gr.) 
Warning: May ‘be habit forming 


? supPLieD: Bottles of 100 scored tablets. 
(patch) THEE. L. PATCH COMPANY 


STREPTOKIMASE-STREPT! LEDERLE 
3 *Reg. U.S. Pat. Oif 70 YEARS OF SERVICE TO THE MEDICAL PROFESSION 


LEOERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pear! River, New York 
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Of course, 


Therapy for the menopause syndrome 
should relieve not only the psychic 
instability attendant the condition, but 
the vasomotor instability of estrogen 


= \ women like ““Premarin’ 


Doctors, too, like “Premarin,” because 
it really relieves the symptoms of the 
menopause. It doesn’t just mask them — 
it replaces what the patient lacks — 


natural estrogen. 


“PREMARIN? 


conjugated estrogens (equine) 


decline as well. Though they would have 
a hard time explaining it in such medi- 
cal terms, this is the reason women 
like “Premarin.” 


Ayerst Laboratories « New York 16, New York « Montreal, Canada 


5840 


G-E molded cassettes cost less— 
last far longer! 


Molded-rubber frame cushions jolts, keeps front and back of 
cassette in true alignment. Built-in glass-fiber pad gently squeezes 
screens and film for uniform contact always. “Slide-easy” latches 
release at light finger pressure, resist accidental opening. Molded- 
rubber seal prevents entry of light. Exclusive rubber hinge — 
thoroughly proved in 2-million flexings that left it bonded as 
firmly as at time of manufacture! 


5x7—$14.00 6%x 8%2—$16.50 
7x17—$23.50 


11x14—$23.25 
14x17—$25.25 


PRICES: 8x10—$18.00 


10x12—$20.00 


Your one-stop direct source for the 


FINEST IN X-RAY 


apparatus... service ...supplies 


CONTACT OUR DIRECT FACTORY BRANCH IN 
BALTIMORE 
3012 Greenmount Ave. ¢ HOpkins 7-5340 


When writing to advertisers please mention the Journal—it helps 


li | 
: 
a 


unrelated chemically to any 
other drug in current use 


rs 
: 
j 
‘ 
5 
; 
¥ 


mlesigned to be equally effective as both m 
| Bo 


a MUSCLE RELAXANT 


In 
a TRANOUILIZER = 
| 


| 


the first true*TRANQUILAXANT” 


offering new freedom for your patients... from muscle spasm, 


from tension and anxiety, from side effects x tran-qui-lax-ant (tran‘kwi-lak’sant) 


{ <L. tranquillus, quiet; L. laxare, to 
loosen, as the muscles] 


mai-XCEEDS OLDER DRUGS UP TO 4 TIMES IN PERCENTAGE OF CLINICAL EFFICACY (tichtman) 


The results of clinical studies of over 4000 patients by 105 physicians demonstrate that TRANCOPAL often is effective when 
| other drugs have failed. From these studies it is clear that TRANCOPAL probably can provide more help for a greater number of 
| tense, spastic, and/or emotionally upset patients than any other chemotherapeutic agent in current use. 


EXCELLENT 
EXCELLENT 
EXCELLENT 
EXCELLENT 
EXCELLENT 
EXCELLENT 
EXCELLENT 


GooD 
FAIR 
POOR 


38 (23%) 
35 (28%) Poor 


100 (14%) 
21 (17%) 
(19%) 


m 23 (14%) 


9 (5%) 
B19 (15%) 


160 (9%) 
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TRANCOPAL... the first true “tranquilaxant” 


Both a muscle relaxant and a calmative agent. 


in musculoskeletal disorders, 91 per cent effective. 


In anxiety and tension states, 93 per cent effective. 


Lower incidence of side effects than with zoxazolamine, 
methocarbamol or meprobamate. 


| No known contraindications. Blood pressure, pulse 

_ rate, respiration and digestive processes unaffected 
by therapeutic dosage. No effects on hematopoietic 

/ system or liver and kidney function. 


| Low toxicity. In animals, even less toxic than aspirin. 


| 
| 


No gastric irritation. Can be taken before meals. 


No clouding of consciousness, no euphoria or 
depression. 


sant) 


No perceptible soporific effect, even in high dosage. 


EXCELLENT 
43% 


MUSCULOSKELETAL CONDITIC 


MAJOR IMPROVEM 


YCHOGENIC CONDIT 


as 
re, to 
nan) 3 
yhen 


ompare Trancopal with 3 widely 
sed central relaxants 


ACTIVITY 

ingle Dose 

TRANCOPAL = 00m, 
Meprobamate == 400mg 


Do ily Dose 
Same as above, t.i.d. 
the usual human dose, the 
Mirst true “tranquilaxant,” is four to ten times as 
botent per milligram. 


OR SAFETY 


omparative pharmacologic tests showed that 
rancopal is up to thirteen times as safe, or up 


as the LDso in mice/usual human dose. - 


OR EFFECTIVENESS 


TRANCOPAL Meprob Math 7, 


mA clinical comparison in low back pain, torticollis, 

= bursitis and anxiety states showed that Trancopal 
is up to four times as effective. Each of 40 pa- 
tients received ail four drugs in random rotation 


gave some relief, only the one providing the most 
effective relief was recorded. 


INDICATIONS 


in 
_(lumbago) 
Neck 


“Myositis 
osto 


rat 
myalgias poliomyelitis 


o thirteen times less toxic. The measure of safety - 


~ in all cases was 100 mg. t.i.d. As well as relieving the anxiety 


for several days. While each of the four drugs - 


(| + New York 18, N. 


TRANCOPAL thoroughly 


evaluated clinically 


“In the treatment of conditions associated with skeletal muscle 
spasm there was a high percentage of satisfactory results : 
(excellent, good or fair) in 310 patients (94%) out of 331 treated, 

. . In 120 patients with simple ‘anxiety or tension states results 
were satisfactory in 114 (95%). Dosage of chlormethazanone 


or tension state, chlormethazanone also allowed these patients 
to resume their usual occupations.” (Lichtman) 


‘the first true “TRANQUILAXANT” 


Dosage: One Caplet (100 mg.) orally three or four times daily. Reliel 
of symptoms occurs in fifteen to thirty minutes and lasts from four to six — 


hours. 


Supplied: Trancopal Caplets® (scored) 100 mg., bottles of 100. 


* Baker, A. 8. : Modern Med. 26:140, April. 16, ov * Cohen, A. I.: In preparation. oop 
Study, Department of Medical R i * Gesler, R. M., and coun fa 
Toxicol. & Appt. Pharmacol. To be published. « R.M., and Surrey, A. J. Pharmacol. & Expe 
Therap. 122:24A, Jan., 1958. * Gesler, R. M., and Surrey, A. R.: J. Pharmacol. & Exper. " 
Printed in U, S.A. 11-58 (3928) 


122:517, April, 1958. + Lichtman, A. L.: Kentucky Acad. Gen. Pract, J. 4:26, Oct., 1958. * 
A. R.; Webb, W. G., and Gesler, R . M.: J. Am. Chem. Soc. 80:3469, July 5, 1958. 


Zoxazolamine & == 800mg. a 
2olamine 
ig 
Anxietyand 
states 
Dysmenorrhea 
{torticollis) Premenstrual 
Rheumatoidarthritis Asthma y 
— 
Jointdisorders Neurologic 
(ankle sprain, Musclespasmin 
tenniselbow,etc.) paralysis agitans, 


xamine these patients 


could you 
detect 
the asthmatic on 


M d rol ? Probably not. Not without a history. 


el First, because he’s more than likely symptom-free. 


Second, because he shows none of the disturbing changes in appearance, 
behavior or metabolism sometimes associated with corticotherapy. 


ih Even your practiced clinical eye would find it difficult 


6 pe to spot someone else’s Medrol patient. 
te ohn But in your own patients, you could see the advantages * hits the disease, 
ae of Medrol right away. Why not try it? pavers 
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Proven in research 


1. Highest tetracycline serum levels 


2. Most consistently elevated serum levels 


3. Safe, physiologic potentiation (with a natural human metabolite) 


And now in practice 


4, More rapid clinical response 
5. Unexcelled toleration 


COSA-TETRACYN 


GLUCOSAMINE-POTENTIATED TETRACYCLINE 


NEW! PEDIATRIC DROPS 
(orange-flavored) 5 mg. per 
drop, calibrated dropper, 

10 ce. bottle 


CAPSULES 

(black and white) 

250 mg., 125 mg. 

(for pediatric or long- 
term therapy) 


COSA -TETRASTATIN* 


glucosamine-potentiated tetracycline with nystatin 


2 oz. bottle 


Antibacterial plus added protection against 
monilial super-infection 


CAPSULES (black and pink) 250 mg. Cosa-Tetra- 
eyn (with 250,000 u. nystatin) 


ORAL SUSPENSION 125 mg. per tsp. (5 cc.) 
rn (with 125,000 u. nystatin), 2 oz. 
e 


ORAL SUSPENSION 
(orange-flavored ) 
125 mg. per tsp. (5 cc.) 


COSA -TETRACYDIN* 


glucosamine-potentiated tetracycline-analgesic- 
antihistamine compound 

For relief of symptoms and malaise of the 
common cold and prevention of secondary 
complications 


CAPSULES (black and orange) —each capsule con- 
tains: Cosa-Tetracyn 125 mg.; phenacetin 120 mg.; 
caffeine 30 mg.; salicylamide 150 mg.; buclizine 
HCl 15 mg. 


REFERENCES: 1. Carlozzi, M.: Antibiotic Med. & Clin. Therapy 5:146 (Feb.) 1958. 2. Welch, H.; Wright, 
W. W., and Staffa, A. W.: Antibiotic Med. & Clin. Therapy 5:52 (Jan.) 1958. 3. Marlow, A. A., and 
Bartlett, G. R.: Glucosamine and leukemia, Proc. Soc. Exp. Biol. & Med. 84:41, 1953. 4. Shalowitz, M.: 
Clin. Rev. 1:25 (April) 1958. 5. Nathan, L. A.: Arch. Pediat. 75:251 (June) 1958. 6. Cornbleet, T.; Chesrow, 
E., and Barsky, S.: Antibiotic Med. & Clin. Therapy 5:328 (May) 1958. 7. Stone, M. L.; Sedlis, A., 
Bamford, J., and Bradley, W.: Antibiotic Med. & Clin. Therapy 5:322 (May) 1958. 8. Harris, H.: Clin. Rev. 


1:15 (July) 1958. 
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Central Antitussive Effect mild, dependable 
Topleal Decongestion — t, proto 
prompt, prolonged Thenfedii® hydrochloride. 
Antihistaminie and Sihydrocodeinone ‘bitartrate 1.33 
and Expectorant Action Potassium gualaco} sulfonate mg. 


ELECTIVE AND TRAUMATIC 


use 
XYLOCAINE® uc: so_ution 


(brand of tidocaine*) 


as a local or topical anesthetic 
Xylocaine is routinely fast, profound and well tol- 
erated. Its extended duration insures greater 
postoperative comfort for the patient. Its 
potency and diffusibility render reinjec- 
tion virtually unnecessary. It may be in- 
filtrated through cut surfaces permitting 
pain-free exploration and longer suturing time. 


ASTRA PHARMACEUTICAL Propucts, INC., WORCESTER 6, MASSACHUSETTS, U. S. A. 


{ warts; moles; sebaceous cysts; benign tumors; wounds; lacerations; biop- 
sies; tying superficial varicose veins; minor rectal surgery; simple frac- 
tures; compound digital injuries (not involving tendons, nerves or bones) 


“U.S. PAT. NO. 2.441.498 MADE IN U.S.A. 
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PREVENT 


cause and fear 


ANGINA 
ATTACKS 


Miltrate 


NEW DOVETAILED THERAPY COMBINES IN ONE TABLET 


proven 


safety 


prolonged relief from sustained coronary 
anxiety and tension with vasodilation with 
MILTOWN’ PETN 
The original meprobamate, pentaerythritol tetranitrate 
discovered and introduced a leading, 
by Wallace Laboratories long-acting nitrate 


“In diagnosis and treatment [of cardiovascular diseases] ...the physician 
must deal with both the emotional and physical components of the problem 
simultaneously.”? 

The addition of Miltown to PETN, as in Miltrate,“...appears to be more effective 
than [PETN] alone in the control of coronary insufficiency and angina pectoris.” 


Miltrate is recommended for prevention of angina attacks, not for relief of acute attacks. 


Supplied: Bottles of 50 tablets. 

Each tablet contains: 200 mg. Miltown + 10 mg. pentaerythritol tetranitrate. 

Usual dosage: 1 or 2 tablets q.i.d. before meals and at bedtime. 

Dosage should be individualized. For clinical supply and literature, write Dept. 47C 
1. Friedlander, H. S.: The role of atarazxics in cardiology. Am. J. Card. 1:395, March 1958. 

2. Shapiro, S.: Observations on the use of meprobamate in cardiovascular disorders. Angiology 8 :504, Dec. 1957. 


WALLACE LABORATORIES, New Brunswick, N.J. 
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Exactly how 


does new Halodrin“ restore the 
“premenopausal prime” 


in postmenopausal women? 


Webster defines “prime” as the period of greatest health, strength, and beauty. In a woman, these are the 
childbearing years between puberty and menopause—the years when her hormone production is highest. 

The inevitable reduction in this hormone production as she enters the menopause often results in physical 
discomfort in the form of hot flushes, nervousness, insomnia, or a multiplicity of other symptoms with which 
you are familiar. Superimposed on this physical picture is the psychic trauma brought on by this unavoidable 
evidence of aging. The thing that brings her to a physician is simply that she “feels bad.” 

You can’t make her 35 again—but the odds are good that you can make her feel like it! The secret is a 
combination of reassurance and hormones. The exact form and amount of the former defy objective analysis, 
but the latter can now be provided with scientific precision. Reduced to essentials, here is the explanation ot 
exactly how hormones—in the form of Upjohn’s new Halodrin—restore the “premenopausal prime.” 

The normal premenopausal woman excretes estrogens in the urine in the form of estradiol, estrone, and 
estriol, in an approximate 28-day average ratio of 39:15:46. Starting with this urinary excretion of estrogens, 
it is possible to calculate backwards and estimate the amount of estradiol that must have been secreted endo- 
genously in order to produce these urinary levels. This is possible because the proportion of estrogens which 
appears in the urine following parenteral administration has been established in castrated women. 


On this basis, the average endogenous output of estrogens is about 160 micrograms per day during a 
menstrual cycle, and 80 micrograms per day in postmenopausal women (see chart opposite). Therefore, the 
restoration of the “premenopausal prime” in the postmenopausal woman requires the replacement of approxi- 
mately the equivalent of the 80 micrograms of estradiol per day that she no longer secretes endogenously. 

Oral ethiny] estradiol is about 2 to 2’ times as potent as parenteral estradiol. Therefore, the replacement 
of 80 micrograms of endogenous estradiol production per day is accomplished by the oral administration 
of 32 to 40 micrograms of ethinyl estradiol per day. 


Each Halodrin tablet contains 20 micrograms of ethinyl estradiol, which means that the recommen:ed 
dosage of 2 tablets per day provides 40 micrograms of ethinyl estradiol. This offsets the loss of 80 micrograins 
of endogenous estradiol production in the menopausal woman; i.e., restores the “premenopausal prime.” 


Each Halodrin tablet also contains 1 mg. of Upjohn-developed Halotestin* (fluoxymesterone)—the most 
potent oral androgen known. The primary purpose is to “buffer” the ethinyl estradiol just enough to prevent 
breakthrough bleeding, which is obviously undesirable in the menopause. It also exerts other beneficial hor- 
monal effects, one of which, in common with ethinyl estradiol, is a powerful anabolic action so desirable in 


patients of advanced years. 
| 


TRADEMARK, REG. U.S. PAT. OFF. COPYRIGHT 1958, THE UPJOHN COMPANY 
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FRACTURED 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


be STREPTOKINASE-STREPTODORNASE LECERLE 


*Reg U.S. Pat. Off 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pearl River, New York 


Protection against loss of income from 
accident & sickness as well as hospital 
expense benefits for you and all your 
eligible dependents. 


ALL PHYSICIANS 


SURGEONS BENEFITS 


COME FROM 60 T0 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
"SINCE 1902 


Handsome Professional Appointment Book sent to you FREE upon request. 


MEDICAL SUITE 


LEASE 
AVAILABLE 
6201 Eastern Ave.—Corner of Dundalk Ave. 
(densely populated area) 


NEAR CITY HOSPITAL. 


Exceptional location for specialists. Archi- 
tecturally arranged with all modern conven- 
iences, including air conditioning, acoustical 
ceilings and private rest room. 


FOUR LARGE ROOMS. 
2nd Floor of New Office Building. 
DENTAL SUITE ON SAME FLOOR 
NOW OCCUPIED. 


St. Casimirs 
Savings & Loan Assn. 
6201 Eastern Avenue. 
ME. 3-5222 BR. 6-0894 
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IN URTICARIA AND PRURITUS 


ISTARI 


DROXYZIWNE PAMOA 


A PSYCHOTHERAPEUTIC ANTIHISTAMINE 


(as designated by A.M.A. Council on Drugs, 1958) 


SPECIFIC ANTIHISTAMINIC ACTION in the treatment of a variety 
of skin disorders commonly seen in your practice. 

“While some of the tranquilizers are only partially effective as far as 
antiallergic activities are concerned... Chydroxyzine] has been found, 
by comparison, to be the most potent thus far...’ 

“The most striking results were seen in those patients with chronic 
urticaria of undetermined etiology.” 

PLUS 


PSYCHOTHERAPEUTIC POTENCY forthe relief of anxiety and tension. 
The psychotherapeutic effectiveness of hydroxyzine (VISTARIL) was 
confirmed in a series of 479 patients suffering from a wide variety of 
dermatoses, including atopic dermatitis, neurodermatitis, psoriasis, 
lichen planus, nummular eczema, dyshidrosis, pruritus ani and vulvae, 
and rosacea. ‘sAdverse reactions were minimal.’ 

RECOMMENDED ORAL DOSAGE: 50 mg. q.i.d. initially; adjust ac- 
cording to individual response. 

VISTARIL Capsules: 25 mg., 50 mg., 100 mg. 

VISTARIL Parenteral Solution: 10 ce. vials and 2 cc. Steraject® Car- 
tridges. Each cc. contains 25 mg. hydroxyzine (as the HCl). 
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DIURIL (Chlorothiazide) given alone to 85 patients, “. . . caused an excellent 
diuresis, with reduction of edema, weight, blood pressure, and albuminuria. . . 

The average effective dose was found to be 1 Gm. per day by mouth. .. . The usually 
excellent response coupled with the absence of significant toxicity and lack of 
development of drug resistance makes chlorothiazide ideal for the prevention 

and treatment of toxemia.” 


DOSAGE: one or two 500 mg. tablets of DiuRIL once or twice a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL (chlorothiazide); 
bottles of 100 and 1,000. 
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Oiurit is a trademark of Merck & Co., Inc, 
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Offices Available 
Within 12 minutes from 12 hospitals 
Parking facilities for 
300 cars within 
one block 


The LATROBE 9%1N. Charles 


call SAratoga 7-2180 


Modern medicine relies heavily 
on the automobile. 
Modern automobiles rely heavily 
on Esso Research 
because Esso Research works 
wonders with oil. 


ESSO STANDARD 
OIL COMPANY 


X-RAY UNIT FOR SALE 


Keleket Machine 100 MA 
Shock proof 
Also for superficial therapy 

Picker Buckey table 
Tube Stand 

Complete $1,500.00 
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Baltimore, Maryland 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 
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Dedicated to the care 
of those suffering from 
emotional disturbances 
and other neuropsychi- 
atric disorders requir- 
ing special supervision. 


H. E. Anpren, M.D., F.A.P.A., 
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Beautiful countryside. 
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Trained staff. Recrea- 
tion and Occupational 
Therapy. Group Psy- 
cho-therapy empha- 
sized. 


Tel. HE 4-0200 


12,101 Columbia Pike 
SILVER SPRING, MD. 


SURGERY AND ALLIED SUBJECTS 


A two months combined surgical course comprising general sur- 
gery, traumatic surgery, abdominal surgery, gastroenterology, 
proctology, gynecological s urgery, urological surgery. Attendance 
at lectures, witnessing operations, examination of patients pre- 
operatively and post-oper atively and follow-up in the wards post- 
operatively. Pathology, radiology, physical medicine, anesthesia. 

adaver demonstrations in surgical anatomy, thoracic surgery, 
proctology, orthopedics. Operative —— and operative gyne- 
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conferences. 
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MEDICAL SCHOOL AND HOSPITAL 
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OBSTETRICS AND GYNECOLOGY 


A two months full time course. In Obstetrics: lectures; prenatal 
clinics; attending normal and operative deliveries; detailed in- 
struction in operative obstetrics (manikin). X-ray diagnosis in 
obstetrics and gynecology. Care of the newborn. In Gynecology: 
lectures, touch clinics; witnessing operations; examination of 

tients follow-up in wards post-operatively. 

bstetrical and gynecological pathology. Culdoscopy. Studies in 
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and gynecology. Operative gynecology on the cadaver. 
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B, (Pyridoxine) 


le. in a d-sorbito) base for better vitaminB, . absorption 
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in 50 cc. bottles 
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Competent experienced surgical fitters in attendance 


Serving the medical adic 
for over a third of a century 


Equipment and Supplies for the 


HOSPITAL PHYSICIAN 
LABORATORY SURGEON 
INDUSTRY NURSE 


SURGICAL INSTRUMENT CO., INC. 
1421 MARYLAND AVENUE + BALTIMORE 1, MD. 


SARATOGA 7-7333 


We extend sincere Seasons Greetings to our friends and patrons. 


Individual care and 
treatment for nervous 


and mental disorders. 


Occupational Therapy 
THE GUNDRY SANITARIUM, INC. 
Psychotherapy 2 N. Wickham Rd. ATHOL _ Baltimore 29, Md. 
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Rachel K. Gundry, M.D. Medical Director 
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THE LAUREL SANITARIUM 


LAUREL, MARYLAND 
Washington Boulevard midway between Baltimore and Washington 


LICENSED FOR TREATMENT OF NERVOUS AND MENTAL DISEASES 


FACILITIES 
FOR 
WOMEN 
ONLY 
LONG 
CONTINUED 
MENTAL 
CASES 
BUILDINGS IN CENTRE OF 163 ACRES 
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Phone Parkway 5-1250 Jesse C. Coggins, M.D. Medical Director 
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A versatile, well-balanced formula for treating common 
upper respiratory infections, particularly during respira- 
tory epidemics; when bacterial complications are ob- 
served or are likely; when patient’s history is positive 
for recurrent otitic, pulmonary, nephritic, or rheumatic 
involvement. 


CuECKs SYMPTOMs: Includes traditional components for 
rapid relief of the traditional nonspecific nasopharyn- 
gitis, symptoms of malaise, chilly sensations, inconstant 
low-grade fever, headache, muscular pain, pharyngeal 
and nasal discharge. 


Available on prescription only. 


Adult dosage for ACHROCIDIN Tablets and new caffeine- 
free ACHROCIDIN Syrup is two tablets or teaspoonfuls of 
syrup three or four times daily. Dosage for children ac- 
cording to weight and age. 
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TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LEDERLE 


TABLETS (sugar coated) 
Each Tablet contains: 
ACHROMYCIN® Tetracycline 
Caffeine 
Salicylamide 
Chlorothen Citrate 


Bottles of 24 and 100. 
SYRUP (lemon-lime flavored) 
Each teaspoonful (5 cc.) contains: 


ACHROMYCIN® Tetracycline 
equivalent to tetracycline HCI ........ 


120 mg. 
Salicylamide ............... 150 mg. 
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Bottle of 4 oz. 
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if your patient wears tinted glasses 
and sighs frequently...? 


She may have an anxiety state. The tinted glasses may be worn as a shield 
against the world—and to relieve the photophobia resulting from pupillary dila- 
tation caused by anxiety-induced hyperadrenalism. The sighs may be a result of 
fatigue from emotional unrest. 


Source — Meyer, O. O.: Northwest Med. 53:1006, 1954. 
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Calmative MOSTYN 


1. Anxiety and nervous tension appeared to be most dosage: 150-300 mg. (2 or 
benefited by NosTyN. 1 tablet) three or four times 

daily. supplied: NostyN tab- 
2. Seventy per cent of patients obtained some degree lets, 300 mg., scored. Bottles 
of relief. of 48 and 500. 


3. Greater inward security and serenity were experi- 


enced and expressed. *Bauer, H. G.; Seegers, W.; 
4. Mental depression did not develop in patients pre- a oe 


viously depressed by meprobamate or a similar drug. 58:520 (Feb. 15) 1958. 


ng. 
mg. 
mg. 
mg. 
mg. 
mg. 
A 


nausea and vomiting 


—from virtually any cause 


e in pregnancy—pre- and .postoperative states— 
gastroenteritis—alcoholism—cancer and chroni¢ 
diseases 


e control is achieved with low dosage—usually 
15 to 20 mg. daily—and often within a half 
hour after the first oral dose 


‘Compazine’ is remarkable for its freedom from drowsiness. Patients 
carry on normal activities and often experience an actual alerting effect, 


...for immediate control of severe vomitings 


Ampuls, 2 cc. (5 mg./cc.) » 
NEW: Multiple dose vials, co —always carry one in your bag 
10 cc. (5 mg,/cc.) 
Also available: 
Tablets, 5, 10 and 25 mg., in bottles of 0 and 500. 
Spansulet capsules, 10, 15 and 30 mg., in bottles of 30 and 250. 
Suppositories, 5 and 25 mg., in boxes of 6. 
Syrup, 5 mg./teaspoonful (¢ cc.), in 4 fl. oz. lightproof bottles. 
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